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NEW! Superior Economy Alloy 


Finer Quality: Strength, toughness, versatility 
and a permanent high lustre, — characteristics 
equalled only in higher priced alloys. 


T WS 
' Greater Economy: Light weight and low rate. 
More bands per pennyweight. More feet per 


ounce of band material, wire and tubing. 


TUBING 
BAND MATERIAL 
Wider Variety: Bands in 24 sizes, 2 thick- 


nesses. Band materials in 7 widths, 4 thicknesses. 
Ortho Wire and Tubing in 8 round gages, 3 
rectangular sizes and all standard sizes of half- 


round or square. 


Visit Williams Booth (No. 11) at the 
A. A. 0. Meeting in Detroit, May 3 - 7 
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BAKER ORTHODONTIC GOLD SOLDERS 


Baker Solders are named according to their fineness as stamped. They 
have unusual wetting properties, flow freely and form strong, dense, 
smooth joints without gaseous pits. Our solders are not brittle in wire 
form. They are packaged on spools of 5 dwts. to fit our spout containers. 
28 gauge (.013”), 25 gauge (.018”), or very heavy 23 gauge (.022”). In 
1 dwt. pieces, 1 dwt. narrow strips, 2 dwt. wide strips. 14K 450 Fine is 
a Universal Solder used for all types of connections on steel as well as 


precious metals. 18K 650 Fine is higher fusing. We list other Ortho- 
dontia Solders. 


HIGH QUALITY SEAMLESS TUBING AND TUBES MN 


We supply Oralium tubes and tubing _ to fit our wire precisely and is exception- / ‘ . 
almost exclusively because of its hard- ally smooth and uniform. ay 


ness, non-stretching qualities and high All round tubing has a wall thickness 
fusing point. It does not oxidize and is_ of .012”. 
low in cost. All Baker tubing is drawn All lingual tubes have a wall of .015”. ~ 4 SSpeemaAy | 


Always order half-round Oralium Tubes mounted on a straight piece of 
Q-A Post wire to insure fit. 


D-SHAPE TUBES AND POSTS COME HALF-ROUND TUBES AND POSTS TUBES HAVE SYMMETRICAL D-SHAPE TUBE AND 
ON Q-A SEGMENTED WIRE TO FIT. A SHEET OF SOLDER IN PLACE. POSTS POST COLLAR SNAPS OVER ARCH 
ARE GROOVED OUT TO RECEIVE WIRE. WIRE AND IS PLACED IN PERFECT 

POSITION BEFORE SOLDERING. MADE 


TO FIT .036, .038, .040 ARCH WIRE. 
EXTRA WI 
ALL COMBINATION DOUBLE HEADGEAR 


TUBES. SAVE CONSIDERABLE TIME. SOLDER 


PREFORMED ANTERIOR BANDS 


Made of Nickel-Chrome Stainless Steel only, 
14 sizes supplied plain or with Anterior or 
Molar Edgewise Brackets without flanges, , 
with genuine Johnson Steel Locks or with @ 
locks of your choice. < 


JOHNSON 


Mwlock SOME OF THE DOZENS OF LOCKS, BRACKETS AND 
ATTACHMENTS EXPLAINED IN OUR CATALOG. 


TWIN-ARCH ANTERIOR MOLAR SIAMESE McCOY HOWE 


Lisetet xintes SLIDE PIN EDGEWISE EDGEWISE EDGEWISE OPEN TUBE BRACKET 
TIE BRACKET ATTACHMENT BRACKET BRACKET BRACKET 


WRITE FOR COMPLETE CATALOG, PRICE LIST AND PAD OF POSTPAID ORDER CARDS 


(ANGELAA RD INOUS TRIES. INL. 


BAKER DENTAL DIVISION 
850 PASSAIC AVENUE « EAST NEWARK, NEW JERSEY 


477 Madison Ave. 55 E. Washington St. 760 Market St. 
New York, 22 Chicago, 2 Sen Francisco, 2 
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INSTRUMENTS 


) Minutes! 


Doctor: 


Have you 5 minutes to look 
through the catalogue we sent you 
a few months ago? There are a 
number of items, exclusively ours, 
that will assist you in saving hours 
of ‘Chair Time.’’ 


New brackets—New attachments 
New tubes—New materials —. 
pliers—New aids. 
Cordially yours, 
Betta Orthodontic Supplies 


ORTHO TUBING 4 


BETTA 
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ORTHODONTIC SUPPLIES 


$0 WEST S4TH STREET + NEW YORK 19 
ORTHODONTIC ...§WE HAVE IT'' 


OPERATING 
PHOTOGRAPHY 
LURNITURE 
LABORATORY 
AIDS 
; 
ORTHODONTIC 
SUPPLIES 


Broaden Your Field of Activites 


and Improve Your Service to Your Patents 


4th Edition 
Thoma 


ORAL PATHOLOGY 


Covers Every Aspect of Oral Pathology 


If the dentist in clinical practice today is alert to the progress of his pro- 
fession, he is aware of the many new aspects of oral disease he must master which 
were once considered outside of the realm of the dental practitioner. 


Recognizing this problem, Dr. Kurt H. Thoma in his 4th edition of ORAL 
PATHOLOGY gives the practitioner a combined one-volume library and postgradu- 
ate refresher course covering not only the pathology of all oral diseases encountered by 
the dentist but also the treatment of these conditions. 


Here, Doctor, is a practical working tool. Comprehensive in its coverage 
of histopathology and clinical pathology (including pathogenesis, signs and symptoms), 
Dr. Thoma’s book discusses roentgen diagnosis and offers suggestions for treatment 
of diseases of the teeth, jaws and oral tissues. 


This book covers the histologic study of oral disease, and correlates the 
microscopic picture with the roentgen and clinical findings, thereby demonstrating 
the value of pathology as a vital part of your clinical practice. You'll find this book 
a valuable consultant about conditions of the oral mucosa and jaws which may be 
due to local infection, tumor formation or even somatic disease. 


Not only is this book an authoritative treatise of pathologic anatomy, but 
it is also an excellent reference on oral diagnosis and treatment. Hundreds of clinical 
case reports serve to solidify the theoretical discussion. More than 1500 photographs 
and drawings, including 92 in color, are interspersed throughout the text so that the 
discussion and illustration of each particular condition may be seen simultaneously. 
This 4th edition contains a collection of 23 excellently reproduced color photographs 
from the Ciba Clinical Symposia which illustrate the clinical appearance of various 
mouth diseases. One of the most complete volumes on the oakioe. this book con- 
tains both fundamental material as well as highly specialized material concerning 
unusual and rare conditions which often present a great problem to the diagnostician 
whether he be a general practitioner or specialist. This is truly a book designed to 
aid you in broadening your field of activities and improving your service to your 
patients. 


By KURT H. THOMA, D.M_D., F.D.S.R.C.S. (Eng.), F.D.S.R.C.S. (Edin.), Professor 
of Oral Surgery, Emeritus, and Brackett Professor of Oral Pathology, Emeritus, 
Harvard University; (Honorary Professor of the Odontologic Faculty, San Carlos 
University, Guatemala.) 1954, 4th edition, 1536 pages, 634" x 934", 1594 illustra- 
tions, 92 in color. Price, $22.50. 


At Your Favorite Bookstore or Order on 10-Day Approval From 


The C. V. MOSBY Company 
3207 Washington Boulevard, St. Louis 3, Missouri 
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WE SERVE 
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prescription 
nly | 


250 WEST 54th ST. * NEW YORK 19, N. Y.¢ JUdson 2-0277-8 
SERVICES LIMITED TO ORTHODONTICS ° “You Prescribe it. We make it” 
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Official opening April I 

Unitek Eastern Regional Office | é ITEK 
Suite 711, Lincoln Building, | 

New York 

Now Unitek offers you the 
convenience of two sources of 

supply for your needs in fine 

orthodontic appliances. Like our 

California facility, the New York 


office will be well stocked with 
our complete line of products, 


and will follow our long-standing 60 East 42nd St., 
New York 17, N.Y. 
policy of same-day shipment to Phone Murray Hill 2-2934 


all parts of the nation. 
Whatever part of the country 
you live in, your postage-free 

Unitek airmail order cards will 


bring you immediate service 


275 North Halstead Ave., 
you've a standing invitation to Pasadena, California 


Phone RY an 1-6761 


from either office. For rush 
service in New York or 


Los Angeles area, simply 


telephone. And remember... 


visit us in either of our offices 
whenever you're in the vicinity 
of Grand Central Terminal 
or Pasadena. 


Unitek Corporation 
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FORTHOBAND 
L TRACTION APPLIANCES 


Sy’ No. 9-K. New %” nylon elastic, extra durable, 
Pe il long-lasting tension. $3.00 per doz. 
| Other numbers providing varying degrees of force available. 


ORTHOPAD FOAM RUBBER BRACE PADS rs 


| No. 8. Individual Pad 14” wide, 634” long; finished 
| ss edges; takes up to 1” wide traction braces. 
| $1.80 per doz. 


Patented 


No. HP100. High pull. 
$1.25 each | 


No. LP200. Low pull. f) No. DP600. Combi- 
nation high and low 
pull. $2.00 each 
« Adjustments can be made on head and neck straps by shortening. « Adjustments can be made on strap ends 
by moving screws to another perforation. « Additional holes can be put in straps with 3/16” hole punch. 


ORTHOBAND WIRE BOWS ORTHOBAND 3/16 PUNCH 


No. WB300. Stainless steel with 
pierced eyelet in 3 sizes: 2%” 
length; 3” length; 34” length; for 
use with Nos. HP100, LP200 and 
DP600 headgear. Any length, 

25¢ per pair 


For punching additional 3/16” o 
holes in headgear. $1.50 each 


No. 750. Flesh-colored 
head for demonstrating 
appliances. Shipped 
knocked down or as- 
sembled. $3.75 each 


No. 1. Plastic Case to 
hold appliances with 
pocket for rubber bands : 
and transparent window 
for instruction card and NS 
patient’s identity. 

$6.00 per doz. 
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| 
PLASTIC APPLIANCE CASE 
| 
| 
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| 
| 


Orders filled promptly. Terms: 2/10, Net 30. Postage prepaid on minimum order $10.00. 
Write for Sample Kit, Order Forms, Prices and Bibliography of articles on extraoral traction in A. J. Orthodontics. 


ORTHOBAND COMPANY, INC. - ST. LOUIS 1, MO. 
1000 WASHINGTON AVE. + WIRE: ORTHOBAND-FAX, ST. LOUIS +» PHONE CHESTNUT 1-3025 
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EXTRAORA 
— easy-to-use, quality appliances at an economy price! . 
} 
ORTHOBAND PLASTIC ADJUSTABLE HEADGEAR 
| | 
~ 
LIFE-SIZE PLASTIC DEMONSTRATOR. 
) 
/ 
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ORTHODONTIC BRUSHES 


... scientifically designed to fit 
your patient’s particular needs 


New 5-row 

with multiple tufts 
in natural bristle 
or flexible Nylon 


DUAL-ACTION 7 


Unique center-row groove 
with longer outer rows for 


spread action; increased 


brushing strength; reaches 


all crevices, around 
and under appliances. 


Long tufts 
for picking; 
reaches last 


4-row, contoured 


SHORTY 


Natural or Nylon. Gets in 
and under embrasures. 
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Note center 
row groove 


JUNIOR | 


For the small child. 
Flexible Nylon bristles. 


For Free Sample 
write BI-PO Company 
616 University Avenue, 
Palo Alto, California 


For Professional Supply 
order from Unitek Corp. 
275 N. Halstead Avenue 
Pasadena, California 
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ORTHODONTISTS 


BARNET JAFFE 


TECHNICIAN 


for 


COMPLETE ORTHODONTIC SER VICES 


A record of dependability built on performance 


149-16 JAMAICA AVENUE 
JAMAICA 35, L. I, N. Y. 
AXtel 7-6640 
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... today’s best buy 
with satisfaction guaranteed! 


Precision extruded attachments 
assuring you of 

Quality, Dependability 

and Economy 


BRACKETS 


... for your Edgewise Technic 


Pre-curved welding flanges for better adaptation and 
“smooth as silk” high lustrous polish are just two of 
the advantages of Chromex edgewise brackets. 


Our electronically pre-welded assemblies will save you 
valuable chair time — just another service of Chromex. 


GT-1 Anterior Edgewise Brackets 
$1.80 Dozen $19.40 Gross 


GT-2 Posterior Edgewise Brackets 
$2.20 Dozen $23.75 Gross 


GT-3 Wide Double Edgewise Brackets 
$2.40 Dozen $25.90 Gross 


GT-4 Medium Double Edgewise Brackets 
$2.40 Dozen $25.90 Gross Send for our New 32 page 
illustrated catalog. 


: Compare Chromex prices — 


; GT-5 Narrow Double Edgewise Brackets Compare the Chromex line! 
$2.40 Dozen $25.90 Gross 

omplimen samp 

Compl tary les 

on request. 


GILBERT W. THROMBLEY 
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Practice Administration 


THE DENTIST 


Edited by WILLIAM R. MANN, M.S., D.D.S., Ann Arbor, Mich- 
igan. Associate Professor of Dentistry, School of Dentistry, and 
Associate Director, W. K. Kellogg Foundation Institute; Graduate 
and Postgraduate Dentistry, University of Michigan. 


and KENNETH A. EASLICK, A.M., D.D.S., Ann Arbor, Mich- 
igan. Professor of Dentistry, School of Dentistry, University of 
Michigan. 


1955, 386 pages, 634” x 934”. PRICE, $8.50. 


This volume provides a summary of the fundamentals necessary 
for the efficient, ethical practice of dentistry, for professional im- 
provement, and for participation in community life—a long un- 
charted area of professional concern. It is the outgrowth of the 
workshop held at the University of Michigan. Those who at- 
tended represented 31 states, the District of Columbia, and four 
provinces of Canada. Instructors from 26 dental schools were in 
attendance. 


At this workshop dentists, dental hygienists, dental assistants, 
dental teachers, and others interested in the subject critically pre- 
sented the data, information, and opinions available regarding the 
entire area of practice administration and determined the best 
patterns for the dentist to adopt in organizing and administering 
his practice and for filling his niche of professional responsibility 
in his community. 


The proper management of accounts, accurate record-keeping, 
cordial patient relationships, effective use of auxiliary personnel 
and equipment, efficient financial policies—all these and other 
aspects of practice administration were fully discussed at the work- 
shop. The conclusions reached appear in “PRACTICE ADMIN- 
ISTRATION FOR THE DENTIST.” 


THE C. V. MOSBY COMPANY Date 
3207 Washington Blvd. 
St. Louis 3, Missouri 


Gentlemen: Send me Mann-Easlick “PRACTICE ADMINISTRATION FOR THE DEN- 
TIST,” priced at $8.50. — Attached is my check. -— Charge my account. 


Street 
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Original Articles 


PRESIDENT’S ADDRESS, 
GREAT LAKES SOCIETY OF ORTHODONTISTS 


Epwin G. M.S., D.D.S., Prrrspuran, Pa. 


CCORDING to eustom and the provisions of our Constitution, it is the 
duty of the president to deliver an annual address to the Society. For 
many years this address was the first item on the program, and the membership 
had the prerogative of arriving in time for the presidential address or after its 
delivery. This morning, as at the Ottawa meeting, the president has a captive 
audience. I shall try not to take advantage of your predicament. 


Three weeks ago, because of the hotel strike in Pittsburgh, it became neces- 
sary to transfer our meeting to another city. To say that the orthodontists of 


the Pittsburgh district were disappointed would be an understatement. Pitts- 


burgh’s atmosphere has changed considerably since our parent organization, 
the American Association of Orthodontists, was incorporated there in 1917. 
Our city has improved its physical appearance to such an extent since we last 
met there in 1949 that we are now proud and happy to have visitors. These 
improvements are still in process and will be even more apparent when next 
you visit us. We are most fortunate that our members from Columbus could 
present the invitation and facilities that have made this meeting possible. 

I have reviewed all the available published addresses of our former presi- 
dents. The wide and diversified range of subjects covered is truly remarkable. 
We find much profound philosophy with every subject covered, from “The 


Presented at the annual meeting of the Great Lakes Society of Orthodontists, Columbus, 
Ohio, Nov. 3, 1958. 
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Philosophy of Orthodontic Treatment” to “Our Way of Life.” This morning 
I would like to give you a more or less “State of the Union” briefing on the 
affairs of your Society. 

In 1916, when the American Society of Orthodontists met in Pittsburgh, 
the total membership was 89. Within the hour, our component alone will reach 
an active membership of over 250. We have been adding new members at the 
rate of close to 20 a year. This growth has not taken place without attendant 
problems. I shall take this opportunity to mention a few of them. 

It seems that each year, as we grow a little larger in number, it becomes 
more difficult to secure a representative number of table clinies for our annual 
meeting. This is not peculiar to our Society alone. Many similar organizations 
are experiencing the same difficulty. I presume that it is the “let-George-do-it” 
attitude which develops with the increase in numbers and the consequent 
diminishing of personal responsibility in a large group. To cope with this 
problem, I have two suggestions to make: 


1. Each new member, at the meeting at which he is introduced to 
the Society, should be expected to present a table clinic. This would 
provide the members with the opportunity of meeting him, and of 
course we know that clinic presentation is always stimulating and bene- 
ficial to the presentor. 

2. In order to preserve some of the values of the small group over 
the large organization, study groups might be formed in those areas 
where a sufficient number of men are available. The activity of such 
groups should produce an abundance of clinic material. During the 
past several years such an organization came into existence in the 
Pittsburgh area, with its attending benefits to those who participated 
in its program. 


About every other year for nine years, a president has recommended that 
a budget committee be established so that our Society might be run a little more 
efficiently. This recommendation was always turned down because the Execu- 
tive Board thought that such action was not yet necessary. This being an 
even-numbered year, I will again suggest the forming of such a committee, 
since we have had a request for an item to be placed in our budget. I would 
suggest that the treasurer of the Society be the chairman of the Budget Com- 
mittee and that the secretary and the president complete this committee. The 
budget for the succeeding year should be presented at the Executive Committee 
meeting which is always held the day before our annual meetings are opened. 

During this past year one serious problem which has been developing has 
come to a head. This is the matter of preceptorships. You may recall that for 
some years the requirements for membership in the Great Lakes Society were 
higher than those for the American Association of Orthodontists, and that we 
were forced to lower them to the level of the other components. Recently the 
American Association of Orthodontists changed its admission requirements 
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and, along with that change made a provision for membership through 
preceptorships. We will be required to have an admissions committee to pass 
on both the qualifications of the preceptor and the ability and the training of the 
applicant. Most of the component societies are already set up for this pro- 
cedure. 


This past summer I spent much time in correspondence with numerous 
members of our Society in an effort to establish such a committee. I failed in 
this effort, for the great majority of our membership is fundamentally opposed 
to the principle of preceptorships. What, then, is the solution for our par- 
ticular problem? We have members from two states and Ontario in which 
this preceptor problem will go unnoticed, that is, in the states where state 
licensure is required. Over ten years ago, because of the growing belief 
throughout the country that some form of control was needed for special dental 
practice, a committee was formed by the American College of Dentists to make 
a survey and report on state licensure. Among the findings were included the 
following beliefs: 


1. That the requirements of the specialist laws do not qualify one as a finished specialist 
any more than our regular Dental Act qualifies one as an expert dentist. Such higher 
standards can only be attained after years of study and experience in practice. The purpose 
of regulatory laws is to set adequate minimum requirements so that dentists qualifying as 
specialists under these requirements will be capable of rendering service with safety to the 
publie. 

2. That almost anyone to whom the purpose of the specialist’s law have been explained 
approves the idea. The successful referendum vote on the Michigan Dental Act is a good 
illustration. The section on legal certification of specialists was regarded very highly by 
the public and was one of the most popular in winning votes. 

3. That legal certification of specialists does not interfere in any way with the general 
practice of dentistry or its progress in general. A dentist in states requiring specialists’ 
licensure has as much freedom of expression and action in the practice of dentistry as he had 
before the passage of these acts. He may practice all phases of dentistry and become expert 
and skillful in any branch. His regular license grants him that right. 

4. That complete regulation of the practices of specialists to protect the public is 
possible only through certification by state statutes. Standards of qualification of schools 
and boards, both professional and state, serve advantageously in raising the general standards 
of dental education, but they have no direct effect or influence on the unprepared or misfit 
if he wishes to practice as a specialist in states having no regulatory laws. 

5. That according to the survey there are many dentists seeking to specialize who are 
wholly unprepared to perform adequately the services of a specialist. Only through state 
regulatory laws can these dentists be prevented from representing themselves as specialists. 

*6. That probably not all who are legally certified, but a great many no doubt, will make 
plans for meeting the requirements of the national specialty boards. If a dentist should 
not desire certification by a national specialty board, or if by chance he should fail to meet 
its requirements, the public would still be protected for he would have been already certified 
as a specialist by his state board. Thus, both the public and the profession would be best 
served by the two systems of certification. Certification by state statute could very well 
serve as a stimulus to higher attainment and recognition and become a developing field for 
certification by national boards. Therefore, the quantity and the quality of services of 
specialists in dentistry would progressively be raised to a higher plane by which both the 
public and the profession would be benefited. 
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One of the arguments against licensing specialists through state dental 
boards is that it is commonly said that control through specialty boards alone 
has proved thoroughly satisfactory in the medical profession and that, there- 
fore, we should follow their lead. On this point the two professions are not 
strictly comparable. The medical profession has a sort of police power through 
the specialty boards, inasmuch as many hospitals are closing their facilities to 
men not certified by the boards. Most medical specialists are of the opinion 
that control would be inadequate if it were not for the hospital angle. 

In our own state there is a strange belief among many general practitioners 
that the passage of a specialty law would prevent them from carrying on any 
operations covered by the definition of a specialty unless they obtained a 
specialty license. Once again, these laws are not intended to curtail the activi- 
ties which at the present time are permitted in the Dental Practice Act. They 
seek merely to prevent false representation as a specialist on the part of one 
who is poorly qualified or one who is not limiting his practice to such an extent 
that he can be seriously considered a specialist. 

I would recommend that those of us who live in states unprotected by a 
dental specialty act work toward the passing of such legislation. This is cer- 
tainly a state matter and must be treated as such. 

I am happy, indeed, to have Dr. Stephen Hopkins appear on our program 
this afternoon to discuss “An Evaluation of Preceptorship Training as a 
Preparation for Specialization in Orthodonties.” 

Because of the peculiar nature of orthodonties, it has been pointed out that 
the insurance needs and protection of the orthodontist are quite different from 
those of the general practitioner of dentistry. For some time, different special- 
ties in the medical field have had health and accident policies tailormade to fit 
their peculiar needs at a group rate which provides considerable savings and 
more desirable coverage. If a little thought is given to the problem, the ad- 
vantages are soon apparent. For instance, in our specialty most orthodontists 
would suffer but little if, because of an accident or illness, they would be unable 
to practice for one month. <A policy with a provision to start payment after 
thirty days of ineapacitation would be approximately 30 per cent cheaper for 
the insurance company to issue. 

This summer, after making some inquiries into this matter, I appointed an 
Insurance Committee consisting of David Hamilton (Chairman), Robert 
DeShong, and Alvin Booth to study and act on this problem if they thought it 
worth while. They have performed admirably. They examined all the existing 
policies serving the dentists in our territory and the policies of other medical 
specialty groups. They formulated their desires and went out to seek the best 
possible deal for our group. The Great Lakes Society is not of sufficient size to 
obtain the best group policy available; consequently, an effort will be made 
to present the idea to the American Association of Orthodontists at the earliest 
opportunity. 

For some time, there has been considerable criticism, and justly so, of the 
manner in which new members have or have not been introduced to the Society. 
We were hoping to correct this problem at this meeting, but technical difficulties 
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arose and it seemed best to postpone our planned formal introduction for an- 
other year. Our first thought was to have the new members introduced after 
the Society breakfast, immediately following the business meeting which tech- 
nieally they are not entitled to attend. The last business session of the Society 
is usually so poorly attended that it, too, was ruled out. Several factors are 
apparent. A planned formal introduction should be ineluded in our annual 
program; the new members should be informed of this and should be present 
for the occasion. It might be best to honor the new members at the luncheon 
which is held during the annual meeting. 

A New York University report states that the female of the common house 
fly has a life expectancy 16 per cent greater than that of the male. This state- 
ment reminded me to express to vou the concern of the Necrology Committee 
and request that you comply with their suggestions in regard to the manner in 
which vou have provided for the disposal of your estate in case of sudden 
departure from our midst. This, indeed, has been a most fortunate year for 
our group in this respect, as only one death has been reported. This sort of 
luck just cannot last. A little planning might save a lot of future trouble. 

This year our Society is highly honored in having one of our members, 
Edward Martinek, serve as president of the American Association of Ortho- 
dontists. Next spring, in Detroit, our group will serve as host to our parent 
organization. Consequently, funds have been allocated for this purpose. May 
I charge you as individuals to accept the responsibilities of a good host and to 
cooperate in every manner possible to make this meeting a success. 

Probably the finest contribution that our Society as a group has made to 
orthodontics was accomplished this past year by the assistance, both in leader- 
ship and financing, provided by our membership in support of the Orthodontie 
Workshop held at the University of Michigan. Your group contributed 
$1,500.00 to this worth-while undertaking. I have heard glowing reports of 
the success of this venture. At this meeting, we are happy to have one of our 
own members, Robert Moyers, present a report on the Workshop’s aceomplish- 
ments. 

The reports of the secretary and treasurer, which you will hear in a few 
minutes, will indicate that our Society is in a healthy state. Now, after a few 
bouquets to the deserving, I will close. 

In most organizations, the secretary is the workhorse of the group. Be- 
cause of the necessary transfer of our meeting, D. C. Miller had more than a 
double load to earry this year. With less than three weeks to go, he made 
arrangements and appointed the committees which made this meeting possible. 
Our thanks also go to his wife, Helen, who always shares his secretarial duties. 
We are deeply grateful for the last-minute efforts of the Columbus men who 
“eame through” to save this year’s meeting. Paul Ponitz has secured a fine 
group of essayists for this meeting, and George Harris performed a Hereulean 
task in securing the table clinics. I want to thank those Pittsburgh ortho- 
dontists who were all set to give you a good meeting but were foreed to transfer 
their jobs to other hands. I am sure that they would like to be your hosts in 
the not too distant future. 
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I hope that this meeting, as other Great Lakes meetings in the past, will 
renew for each of you not only your friendships but also your interest in your 
Society, in your profession, and in yourself and cause you to return home with 
renewed enthusiasm for the dedication of your life to the advancement of 
orthodonties. 


JENKINS ARCADE BLDG. 
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A NEW APPROACH TO THE TREATMENT OF MANDIBULAR 
PROGNATHISM 


Part II 
JosEPH K. Gotp, D.M.D., AND Ira D. GILBERT, D.D.S., HoLyoKr, Mass. 


INTRODUCTION 


ART of the material which is being presented here appeared in the 

AMERICAN JOURNAL OF ORTHODONTICS in December, 1949. The present 
article, describing the results in thirteen cases taken from a new series of 
forty-five consecutive cases, provides an opportunity to discuss the subject 
in further detail. It is hoped that this report will throw light upon the vari- 
ations found in cases classified as mandibular prognathism and once more 
foeus attention upon the value of early treatment. 

Mandibular prognathism is a broad classification which, in order to be 
effective, requires differentiation.1 Attention has been focused upon the posi- 
tion of the mandible, but the maxillary deficiency, which in many eases is the 
determining factor, has been left unmentioned. Since correct therapeutic 
procedure depends upon a careful analysis of the total discrepancy, a study 
of the models, the profile photograph, and the lateral head film of each case 
is a necessary prerequisite to rational treatment. 

Cephalometric analysis has made possible the differentiation of those cases 
presenting a maxilla within the normal range of prognathism with a mandible 
beyond the normal range of prognathism from those eases presenting a 
maxilla below the normal range of prognathism with a mandible within the 
normal range of prognathism. Into these two groups fall nearly 80 per cent of 
all eases of mandibular prognathism, according to Sanborn.’ 

About 10 per cent fall within the normal range of prognathism; a case 
of this type is sometimes referred to as a “pseudomandibular prognathism.” 
It is questionable whether this term satisfies the demands of exact description, 
since a case of anterior cross-bite seldom presents a molar relationship which 
could be classified as a neutroclusion. Actually, “functional mesioclusion” 
would be a better term to apply to this type of case, since the position of the 
mandible is determined by the interrelationship of the incisors. 

In present-day case analysis, it is advisable to combine cephalometric 
analysis with a study of tooth relationship for a fuller understanding of this 
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dentofacial deformity, since it is obvious that treatment procedures will differ 
for eases of maxillary retrognathism as differentiated from true mandibular 
prognathism. Even though the number of cases to be shown is limited, it is 
hoped that these will show the variations present under the broad classifica- 
tion of mandibular prognathism. 
CasE 1.—Leslie A., a girl aged 4 years 3 months, had a condition which was diagnosed 


as mandibular prognathism combined with a lack of development of the maxillary anterior 
section (Fig. 1). 


Fig. 2. 


On April 25, 1956, a headeap-chincap was fitted and instructions were given regard- 
ing the use of the celluloid bite plane. Cooperation was very good, and the anterior 
cross-bite was corrected in ninety-two days. The chineap and celluloid bite plane were 
continued for almost another year, however, during which period the chincap was being 
gradually discontinued. The final photographs were made on Oct. 15, 1956 (Fig. 2). This 
case will be observed through the period of eruption of the incisors. 


Case 2.—Paul K. presented for treatment at the age of 3 years with a developing 
mandibular prognathism. As in the previous case, chincap and celluloid bite plane therapy 
was instituted and the mandibular prognathism was corrected in seventy-two days, Final 
photographs were made six years after termination of treatment. 


Comment.—This technique is an application of extraoral anchorage to the 
problem of mandibular prognathism. Treatment in the two cases just pre- 
sented was accomplished without the use of bands, appliances, or Class III 
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elastics. Had it been necessary to construct bands and appliances for children 
of this age group, treatment probably would have been postponed and the ad- 
rantage of optimum time for treatment would have been lost. The two cases 
shown highlight the ease, simplicity, and rapidity of treatment in uncompli- 
cated cases of mandibular prognathism. 

It might be well at this time to show the chincap and other appliances 
used in this method of treatment. 


Chincap.—The headeap is the usual apparatus used for occipital anchor- 
age, but the chinecap is made of muslin instead of metal. Four hooks are 
sewed to the corners of the chineap, and four pieces of elastic webbing to 
which eyelets have been sewed connect the chinecap to the headeap. The 
muslin chineap is relatively inexpensive, adapts itself perfectly to the ehin, 
and ean be laundered in the morning and worn again the same night. Its 
greatest advantage over the metal chineap is that it absorbs perspiration and 
does not cause skin irritation. 

The lower elastic strap follows the lower border of the mandible. The 
upper strap is set at an angle, so that the chineap will not slip under the 
chin. 

The chineap is usually worn at night only. When progress in treat- 
ment has reached the edge-to-edge relationship of the incisors, however, the 
patient is given an extra chineap which may be worn during meals. 


Celluloid Bite Plane.—The celluloid bite plane, 0.020 inch in thickness, is 
used as a manually operated bite plane, a term suggested by Brooks Bell. This 
is cut in a rhomboidal shape, wide enough to include the four maxillary in- 
cisors. 

The bite plane is placed against the palatal tissue behind the four max- 
illary incisors, and the child closes on this as the mother presses against the 
mandibular incisors. 

The bite plane is used from thirty to sixty minutes each day. This time 
can be broken up into ten-minute periods, and a good time for final applica- 
tion of pressure is before the child goes to bed. 

The bite plane becomes bent in use and is gradually cut shorter. 

One of the advantages of the celluloid bite plane is that there is no inter- 
ference with lingual movement of the mandibular incisors. 


The reverse bite plane is made for the mandibular arch. Several layers 
of heavy tin foil, the type used for the relief of an upper denture, are placed 
behind the mandibular incisors. This permits these teeth to move lingually 
as the maxillary incisors are moving labially. The anterior section has loops 
incorporated; this permits adjustment. The reverse bite plane is an extension 
of aerylie which extends from the incisal edge of the mandibular incisors 
and engages the lingual surfaces of the maxillary incisors. The reverse bite 
plane is used in those cases in which cooperation in the use of the celluloid 
bite plane is questionable. It is also used when it seems advisable that the 
reverse bite plane be worn during meals. 
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The stainless steel labial arch wire, with an anterior-interior section, is 
used in those cases presenting with spacing between the mandibular incisors. 
The hooks engage traction hooks which are sewed to the headeap. The in- 
terior wire, which is of a lighter gauge, is in contact with the labial surface 
of the mandibular incisors for the purpose of condensation of the anterior 
section. 


The following cases are being shown because they present other problems 
in addition to the abnormal mesiodistal jaw relationship seen in Cases 1 and 2. 


Case 3.—Naomi G. presented for treatment at the age of 10 years 7 months. The max- 
illary arch was in general mild contraction, and the mandible was in a position of prog- 
nathism. Maxillary canines were in occlusion with the first deciduous molars, and the lips 
were open at rest, 

Headcap-chineap therapy was instituted, with a resulting correction of the anterior 
overbite in three weeks. The chincap was continued for a few more months, when a 
change was made. Mandibular molar bands, carrying buccal tubes, were cemented, and a 
stainless steel labial arch wire was inserted to drive the mandibular molars distally. The 
force was obtained by the use of traction hooks sewed to a headcap. 

Maxillary molar bands were cemented; they carried half-round tubes for the in- 
sertion of a lingual arch wire. This arch wire was used for expansion of the maxillary 
lateral halves, particularly on the right side. 

When this had been accomplished, the patient was given masseter-temporalis and 
orbicularis-oris exercises. Treatment time was about thirteen months, and stability of 
the final result has been excellent. 


CASE 4.—Nancy C. presented for treatment at tne age of 4 years 6 months. The case 
was diagnosed as a true mandibular prognathism combined with congenitally missing max- 
illary lateral incisors. 

Chineap and celluloid bite plane therapy was instituted in September, 1952, and a 
normal mesiodistal jaw relation was achieved in March, 1953. However, the failure to 
develop a deeper overbite does not augur well for the future stability of the case. The 
point to be made here is that space closure is contraindicated in this type of case. Arti- 
ficial substitutes for the congenitally missing maxillary incisors should be placed in order 
to maintain maxillary arch length and breadth and to preserve the overbite correction. 


Case 5.—Paula 8S. presented for treatment at the age of 6 years 9 months. This 
case was classified as a mandibular prognathism complicated by a cross-bite on the right 
side which extended from the right molar to the left lateral incisor. In addition, the bite 
Was open anteriorly with a strong tongue-thrust to add to the difficulties. The maxillary 
arch was normal in width, but the mandibular right lateral half was wider than normal. 

On Sept. 18, 1953, a headeap-chineap was fitted. It was suggested that the celluloid 
bite plane be used for sixty minutes a day. This time was broken down into six ten- 
minute periods. Six months later mandibular molar bands were cemented, and the chin- 
cap was discontinued. A stainless steel labial arch wire was inserted, and traction hooks 
were sewed to the headcap for condensation and distal movement of the mandibular arch. 
Maxillary molar bands were cemented and cross elastics were worn for correction of the 
cross-bite. The mandibular appliance was removed two years later, and measures were 
taken to correct the open-bite. Whitman exercises were given to correct the tongue- 
thrust. 


Although the change in the profile is most gratifying, there is a grave question of 
the stability of the final result because of the still uncontrolled tongue-thrusting. 
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CasE 6.—Donald A. presented for treatment when he was 5 years 3 months of age. 
The case was diagnosed as a maxillary retrognathism combined with mandibular prog- 
nathism (Fig. 3). 

Chineap and celluloid bite plane therapy was started on Aug. 31, 1953. By October, 
1954, the anterior cross-bite was partially corrected, with the central incisors in normal 
relation. Maxillary lateral incisors erupted lingually, and a Johnson appliance was used 
to correct the alignment. Final photographs were made in June, 1957 (Fig. 4). 

The result in this case was doubly gratifying, for the alternative to early treatment 
was an almost certain bilateral resection of the mandible. 

‘The intraoral lateral view, showing an exaggerated freeway space, is an indication 
of a dual bite and proof that function is not taking place in a position of neutroelusion. 


Fig. 3. Fig. 4. 


CasE 7.—The case of Kathleen S. is being presented to show that correction of the 
mandibular prognathism may be only the first step toward the achievement of a com- 
plete orthodontic result, 

The patient presented for treatment at the age of 6 years 11 months. The case was 
diagnosed as mandibular prognathism combined with a cross-bite of the right side and a 
lack of developmental spacing between the maxillary deciduous incisors. In time, it be- 
came obvious that there was present the additional problem of insufficient arch length. 

Headecap-chineap therapy was begun in October, 1948. Bands were cemented to the 
maxillary and mandibular deciduous molars for correction of the cross-bite. Maxillary 
incisors were moved over in 102 days. 

A new study at a later date indicated that there would be insufficient space for the 
full complement of teeth. Four first premolars were removed, and the case was carried 
to completion. 

This case was under observation and treatment until December, 1955—a total treat- 
ment time of seven years. It should be pointed out, however, that the original problem 
of correction of the mandibular prognathism was completed in less than two years. 


Case 8.—Janet H. presented for treatment when she was 9 years 5 months of age. 
The almost classic profile indicated that retrusion of the mandible was contraindicated. 
The problem was purely dental and was classified as a functional mesioclusion, The con- 
dition was diagnosed as a lack of development of the maxillary anterior section, com- 
bined with a protrusion of the mandibular incisors. The plan of treatment was to correct 
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the retrusion of the maxillary incisors, with correction of the protrusion of the mandibu- 
lar incisors. Chinecap therapy was not used. Instead, bands were placed upon the max- 
illary molars and the central incisors, and a labial arch wire was used to carry the in- 
cisors labially. A mandibular Hawley retainer, designed to raise the bite temporarily, 
was inserted at this time, In a few months, the maxillary incisors had been carried 
forward sufficiently that the labial arch wire and the mandibular bite plane could be 
discontinued. 

The maxillary right lateral incisor was deflected lingually by the deciduous right 
lateral incisor, whose root failed to resorb. A mandibular Hawley retainer with a partial 
reverse bite plane to engage the maxillary right lateral incisor, was inserted. Treatment 
so far has taken about eight months. It will probably be necessary to reband the max- 
illary arch to place the lateral incisors in correct position. 

This case has been included in order to suggest the importance of relating the 
denture to the face in case analysis and in treatment. 


CasE 9.—Maureen M. presented for treatment at the age of 3 years 6 months with a 
maxillary retrognathism. The profile photograph showed no sign of a mandibular prognath- 
ism; yet, the mandibular incisors hid the maxillary incisors completely. The plan of treat- 
ment was to stimulate growth for anterior development of the maxillary arch, while cor- 
recting the reverse overbite. 

Bands were placed on the second deciduous molars and canines. The molar bands car- 
ried half-round tubes for a lingual arch wire and double buecal molar lugs for a light ribbon 
arch. Ata later date, auxiliary springs were soldered to the lingual arch for expansion of 
the deciduous canine areas. 

The mandibular arch carried a reverse bite plane, with the acrylic extending over the 
deciduous molars; this was used at all times, even during meals. A chincap was used to 
prevent forward thrust of the mandible. Treatment was begun in May, 1955, and the 
maxillary incisors were labial to the mandibular incisors in five months. The chincap 
was now being worn only during the day. 

Attention was now focused upon the maxillary deciduous canines, since a proper 
positioning of these teeth is essential to the stability of the final result. Intercanine 
width was increased only 2 mm. (from 20 to 22 mm.), but this slight change placed the 
canines in a position of advantageous normal function. 

Maxillary molar and canine bands were removed in August, 1957. Total treat- 
ment time was two years three months. The case will be observed through transition. 
It is expected that growth will proceed normally from now on. 


CASE 10.—Jacquelyn V. was 6% years of age when she was transferred to us for 
continuation of treatment. She had been wearing a chincap for about six months, The 
case was diagnosed as a mandibular prognathism, with resulting inhibition of growth of 
the maxillary anterior section. The canine-to-canine area was in contraction. This case is 
included in this series to show again the importance of correcting this deficiency as a 
means of ensuring the stability of the final result. 

The chincap was continued. A reverse bite plane was inserted for the mandibular 
arch. Later, bands with Universal brackets were placed on the deciduous canines, bands 
with half-round tubes and double buccal molar lugs were placed on the second deciduous 
molars, and a light ribbon arch was inserted. The light ribbon arch was later replaced by 
sectional arches, A lingual arch wire with auxiliary springs to the deciduous canines was 
placed. 

Fig. 5 shows the reverse bite plane for the mandibular arch with continuous an- 
terior section and springs to the deciduous canines. These were placed to decrease the 
distance that the maxillary canines would have to be moved. 

The progress models made in September, 1958, showed a 2 mm. increase in inter- 
canine width. By placing the maxillary canines in their proper position, the interference 
with the proper positioning of the mandible has been removed, and the residual growth 
in the intercanine area should continue. 
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CASE 11.—The case of Susan D. is included in this series to illustrate some of the 
problems of retention of Angle Class III cases. 

The child presented for treatment at the age of 7 years 5 months with a mandibular 
prognathism, complicated by contraction of the maxillary right lateral half. Chineap 
and celluloid bite plane therapy was instituted, and the anterior cross-bite relation was 
corrected in about ten weeks. The beginning of the transition period delayed treatment 
for the correction of the lateral cross-bite. This was corrected later, however, and a 
Hawley retainer was placed to hold the correction. If this case were being treated at 


the present time, the readjusted lingual arch wire would have been used to retain the 
lateral cross-bite correction. 


Comment.—In cases of unilateral or bilateral cross-bite correction, re- 
tention by means of a lingual arch wire is better than the use of a removable 
retainer, since the presence of clasps in the embrasures may prevent a proper 
settling of the denture. 


2 
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Fig. 5. 

In the event that a removable retainer is used, as in cases in which arti- 
ficial substitutes have been supplied, no anterior section is necessary, since 
there is little chance that the maxillary incisors will move into a position of 
protrusion. 

Retention in uncomplicated cases of mandibular prognathism is really not 
a problem, since mechanical retention is unnecessary and even undesirable. 
However, the chineap may be continued for three or four months on a gradu- 
ally diminishing time seale. 

The deep overbite usually achieved with this method of treatment pro- 
vides the best form of retention possible. 

Class ITT Elastics —Regarding the amount of foree available for purely 
distal movement of the mandible or the mandibular denture, more than one- 
third of the force is in a vertical direction and less than two-thirds is available 
for distal movement. 

Suecessful treatment of eases of mandibular prognathism, using extra- 
oral anchorage, casts doubt upon the adequacy of Class III elastics. There are 
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other disadvantages to Class III elastics, such as elongation of the mandibular 
incisors and depression of the maxillary incisors, which results in a shallow 
overbite. This is the opposite of what we should like to achieve in these eases, 


since it jeopardizes the stability of the final result. 


VARIATIONS IN THE CLASS Ii! PROFILE 
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Fig. 6.—Tracings of individual cases representing the four main groups of Class III 

facial skeletal profiles. The short vertical lines at points A and po designate the average 

normal range or standard deviation of maxillary and mandibular prognathism. 
(From Sanborn: Angle Orthodontist, October, 1955.) 


Variations in the Class III Profile, According to Sanborn.?—Fig. 6 shows 
tracings of cases representing the four main,groups of Class III facial skele- 


tal profiles : 
Group A: Those Class III’s presenting a maxilla within the 
normal range of prognathism and a mandible beyond the normal 
range of prognathism. 

Group B: Those with a maxilla below the normal range of prog- 
nathism and a mandible within the normal range of prognathism. 

Group C: Those with both maxilla and mandible within the 
normal range of prognathism. 

Group D: Those with a maxilla below the normal range of 
prognathism and a mandible beyond the normal range of prognathism. 


In addition to other findings Sanborn states: “The Class III sample 


showed a strong tendeney toward middle-face deficiency, as the maxilla and 

its alveolar process was found to be less prognathic than in the normal.” 
“Three angular measurements showed that the mandible was on the 

average more prognathie in the Class III sample than in the normal.” 
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The age range for this sample was from 16 to 38 years. 

Sanborn concludes: “Consequently, in the appraisal of a Class III maloe- 
clusion, it would seem that a broader concept of the condition may be found 
outside the denture area.” 


CASES OUT OF RETENTION 


CASES 12 AND 13.—The cases of Carol H. and Kathleen K. show the stability of the 
results achieved ten years after treatment. They also show that the hereditary middle- 
face deficiency still persists. In the first case, the anterior cross-bite was corrected in 
two months. In the second case, correction was made in an even shorter period of time. 
The duration of treatment is a minor consideration; the optimum time for treatment is 
the important factor. 


CONCLUSIONS 


A method for the correction of mandibular prognathism has been pre- 
sented. Extraoral anchorage may be used in cases complicated by impactions 
in the maxillary arch, in cases in which the use of Class II elastics might 
be contraindicated, and in cases in which either anterior or posterior teeth 
are missing. 

1. The optimum time for treatment is before the eruption of the six-year 
molars. 

2. Architectural changes in the mandible itself are minimal in the post- 
pubertal period. 

3. It would appear that the repositioning of the mandible in a distal 
direction and the restoration of normal function provide the basis for growth 
and development of the face and jaws in line with the child’s hereditary 
pattern. 

4. Case analysis must relate the denture to the face to be effective. 
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EDITOR’S NOTE: The following article was prepared as a 
digest of an illustrated paper read before the Northeastern Society of 
Orthodontists on Nov. 3, 1958. 


It is hoped that similar digests will be made of additional papers 
read before the various sectional societies. Many papers presented be- 
fore societies are not published because they are not prepared for pub- 
lication. It is hoped that the digest idea, vigorously urged by Dr. Eby 
in the Northeastern Society of Orthodontists, will help solve this 
problem. 


THUMB- AND FINGER-SUCKING 
T. M. Graser, D.D.S., Pa.D., ILL. 


SURVEY of medical and dental literature will show that as much has been 

written about thumb- and finger-sucking as about any other etiological 
factor in orthodontics. Many questions arise from the welter of contributions 
in the literature by pediatricians, psychiatrists, social workers and dentists. Can 
and do these habits create dental malocclusions? Should an attempt be made 
to break the habits? If so, when? How? Are psychological problems created 
by such attempts? What about habit transference? If there is dental damage, 
is it temporary or permanent? Just what role should the orthodontist play, and 
when should he enter the scene of action? If he is going to intercept the habit, 
what approach should be used? The present report of a twelve-year study of 
over 250 cases in which therapy was instituted provides some pretty good clues 
to the questions posed. 

This article is divided into four sections. The first deals with the finger- 
sucking habit from birth to the age of 4 years. The second deals with finger 
habits that are active after the age of 4 years. The third section discusses the 
method, developed in this study, for coping with the habit. The final section 
summarizes the observations and findings. 


BIRTH TO 4+ YEARS OF AGE 


Authorities on child development recognize the need for a feeling of eu- 
phoria or well-being in early life. This means warmth of association, a feeling 
of being wanted, fondling, a sense of security and, apparently, sucking. While 
the skeletal musculature is very primitive in the newborn infant, the muscu- 
lature of the stomatognathic system is highly developed. One of the first 
physical expressions of the infant is the demand for food—sucking. It has been 

Read before the Northeastern Society of Orthodontists in Montreal. Quebec, Nov. 3, 1958. 
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pointed out that the hand-to-mouth movement is just one of a series of erratic 
and akimbo motions that are perfectly normal for the newborn. These motions 
may persist until the second and third years of life. The activity disappears as 
the child learns to control his limbs and as grosser movements are joined by the 
finer and more complex muscle activities. There is a broad range of normaley 
here, but general agreement among observers recognizes that finger-sucking is 
to be expected in most infants during the first year and a half of life. Anyone 
who advises a parent to break up this needed reflexlike mechanism during the 
time that it is normal to expect such action ignores the basie physiology of 
infaney. Since homeostasis, or adaptability, is a fundamental phenomenon of 
physiology, some infants will adapt to the restrictions, sublimate their habit 
activities, and apparently turn to other environmental satisfactions or more 
mature behavior patterns. But many children will not. The habit is made 
more pronounced, so that it does not autonomously disappear as it would have 
if the child had been left alone. 

This study indicates that the failure of ill-advised or ill-devised attempts 
to break the habit or constant badgering of the child to keep his finger out of his 
mouth may boomerang. Some children seize this as an opportunity to attract 
the parent’s attention at will, and the habit becomes a potent attention-getting 
mechanism. It is unwise for a parent to eall attention to the habit in a depre- 
catory manner during the time it is a normal facet of child behavior. This 
observation holds true in many eases for the group beyond the age of 4 years. 
An analysis of carefully compiled case histories shows repeated instances of 
early parental displeasure and ineffectual habit-breaking attempts. For many 
children, this is a plausible basis for continuation of the finger-sucking beyond 
the time that it would normally be supplanted with more mature behavior pat- 
terns. This, of course, is not the whole answer. The mosaic of causation is 
incomplete. Present knowledge comes largely from inductive reasoning and not 
from the patient himself. Inductive reasoning is an admirable didactie tool, 
but it is inexact at best. Teleology is valuable only if it is followed by the next 
logical step—the development of more definitive criteria to lift the coneepts 
into the realm of fact. Thus, there is some question about the dire predictions 
of many psychologists that personality defects may result from attempts to inter- 
cept finger habits, even during the time that it is normal to expeet such habits. 
Claims of frustration, psychic trauma, habit transference, habit problems, and 
adult neuroses are frequently encountered in the literature. It is difficult to 
aecept the Freudian hypothesis that thumb-sucking is an expression of sexual 
gratification and that this is the major basis for the habit. Current trends in 
psychiatry deprecate the strong emphasis on retroactive reasoning and look to 
more logical and more likely etiological entities. Hereditary predisposition 
looms increasingly larger as a major factor, with strong assistance from the home 
and work environment, from motivations, and from relative success in our com- 
petitive society. The present study has not borne out claims of psychological 
disturbances as a result of placing interceptive appliances. Habit transference 
has not been observed, 
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Thumb- and finger-sucking habits, then, are considered a normal develop- 
mental facet of the first two to three years of life. The habits gradually decrease 
in intensity and disappear if left alone. This observation is conditioned by an 
important prerequisite—a reasonably happy and normal home environment. <A 
corollary to this is the acceptance of the child by his peers. For this early age 
group, the damage is usually temporary and confined to the anterior segment if 
the child starts with a normal occlusion. Controversy over the possible damage 
from prolonged finger-sucking habits emphasizes the importance of knowing 
each child’s inherent dentofacial morphology. Since the damaging conse- 
quences of the habit are similar to the characteristics of a typical Class I, 
Division 1 malocclusion, it is easy to assume that the retrognathic mandible, 
prognathic premaxillary segment, deep overbite, flaccid upper lip, high palatal 
vault, and narrow dental arches are the result of the finger-sucking. It is 
probable that a superimposed finger-sucking habit has relatively little effect on 
the ultimate configuration of the teeth and jaws. In theory, it is possible to 
construct a neat sequence, attributing the total maxillary protrusion to the 
sucking habit, by assuming that the increased and frequent pressures from the 
buceal musculature tug on the pterygomandibular raphe just behind the tu- 
berosity and thus force the maxillary denture forward. In practice, if a child 
has a normal occlusion and muscle balance initially and the finger-sucking dis- 
appears by the third year of life, he seldom does more than reduce the overbite, 
increase the overjet, and create incisor spacing in the maxillary arch. There 
also may be slight crowding or lingual malposition of the lower incisors. Growth 
and development and autonomous adjustment will usually eradicate these aber- 
rations. 


ACTIVE FINGER-SUCKING AFTER THE AGE OF 4 YEARS 


Most patients in this group present clear case histories of familial habit- 
breaking attempts. This is considered one logical basis for continuation 
of the habit beyond the time when it normally would have been dropped. Most 
frequently it is the child’s father who is most disturbed and most likely to try 
to break the habit by obvious displeasure, by admonition, or by actual punish- 
ment. 


The permanence of the deformation of the occlusion increases markedly in 
children with active finger-sucking habits beyond 314 years of age. It is here 
that the severe open-bites, buccal cross-bites, and marked maxillary protrusions 
are encountered. It is important to recognize that the finger habit is only part 
of the picture. With the increase in overjet that accompanies so many finger- 
sucking habits, normal swallowing procedures become increasingly difficult. In- 
stead of the lips containing the dentition during deglutition, the lower lip 
cushions to the lingual of the maxillary incisors, during both rest and active 
funetion (Fig. 1). Perioral muscle aberrations, compensatory tongue-thrust 
during swallowing, and abnormal mentalis muscle activity may accentuate the 
malocclusion. Deformation proceeds in a more concentrated fashion than with 
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the most confirmed finger habits alone. The real danger, then, is for the finger 
habit to change the occlusion sufficiently to allow the more potent deforming 
muscular forees to create full-fledged malocclusions (Fig. 2). 


Fig. 1. 


Fig. 2. 


Duration of the habit beyond the third year of life is not the only determi- 
nant. In addition to the inherent pattern are at least two other important con- 
siderations. The frequency of the habit during the day and night qualifies the 
end result. The child who sucks sporadically, or just when going to sleep, is 
less likely to create damage than the one who constantly has his finger in his 
mouth. The intensity of the habit is also important. With some children, the 
perioral muscle function and facial contortions are easily discernible, with an 
audible accompaniment. In other children, the habit is little more than the 
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passive insertion of the finger in the mouth, with no apparent buccinator aec- 
tivity. If the forefinger is the favorite digit, more damage may be expected if 
the dorsal surface rests fulerumlike on the lower incisors instead of the palmar 
surface being hooked innocuously over the same teeth. 


This, then, is the trident of factors that must be recognized and evaluated 
before the question of damage to the teeth and investing tissues is answered. 
The inherent dentofacial pattern, duration, frequency, and intensity must 
qualify the conclusions of the psychiatrist, pediatrician, and orthodontist on this 
important question. 

Physical damage is not the only consequence of prolonged finger-sucking 
habits. In almost all the case histories dotted with unsuccessful attempts to 
break the habit, the child is aware of the obvious displeasure of the parents. 
Some children recognize sucking as an infantile characteristic and want to stop 
the habit, but find it hard to do. Such a failure may well put the child on the 
defensive, and it fosters an attitude of defiance or frustration. We have only to 
examine our own failings in self-discipline and our reactions when “called on the 
carpet” to better appreciate the child’s problem. As has been pointed out, the 
habit becomes an attention-getting mechanism with many children. This does 
not enhance domestic tranquility, particularly when the parent is aware of the 
possibilities of permanent damage. In still other children, the habit is just slow 
in disappearing. It is enjoyable, it has been ingrained by constant repetition, 
and the child has not transferred his pleasure-getting to the more mature, 
extrovertive activities expected of children his age. The child may have a 
slower rate of maturation than the median group. If the finger-sucking is not 
a symptom of a broader behavior problem, the mental hygiene of both the child 
and the parents ean be helped by guiding the child past this roadblock along 
the road to maturity, by eliminating the early conflicts between the child and 
the parents, and by preventing a permanent malocclusion with its associated 
unfavorable health and psychological aspects. 


APPLIANCE THERAPY AND GUIDANCE 


A thorough oral examination is made on the first visit, but the case history 
is taken with the child out of the room. An attempt is made to get information 
on the etiology, intensity, frequency, duration, chronology, mental attributes, 
family environment, school and play environment, siblings, response under 
stress, associated abnormalities, parental attitude, previous habit-breaking at- 
tempts, psychie superstructure, ete. Children with behavior problems, in whom 
finger-sucking is only one of many symptoms, are referred for psychiatric 
guidance. Children from broken homes or environments of great tension or 
conflict are considered poor risks for interceptive appliances, They are carried 
on a “visit-and-talk” routine, in the hope of establishing a rapport and, thus, 
therapy through suggestion. Some of these children have become appliance 
eases later, but only after a better understanding of the child’s actions and 
motivations has been gained. A mimeographed information sheet is given to 
the parents to read, with particular emphasis on the father’s participation. If 
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the case history and consultation with the parents indicate a reasonably normal 
environment, an interceptive appliance is recommended for placement in late 
spring or early summer. At this time, the general health is likely to be good, 
and outdoor play renders a sublimating assist. The stock response to leading 
questions by the patient is, “Our job is to help you by making your teeth strong, 
straight, and healthy.” The aim of the appliance is to eliminate the kinesthetic, 
neuromuscular satisfaction associated with the habit, thus rendering the sucking 
meaningless. 

The appliance is fabricated on the maxillary cast. The important design 
characteristic is that the cross-palatal structure is sufficiently removed from the 
palate to break the suction. The crib should prevent further deformation of 
the maxillary anterior segment by the finger and tongue (Fig. 3). The use of 
full metal crowns and 18-gauge base wire confers adequate strength and rigidity. 
In extreme open-bite cases, the spurs may be bent down behind the lower in- 
cisors on occlusion to prevent the powerful tongue-thrust. After cementation, 
a temporary open-bite is expected, but this closes down rapidly. <A residual 
speech defect is common, but this improves and is lost entirely with removal of 
the appliance. 


Fig. 3. 


The bulk of the appliance is gradually reduced after sixteen to twenty 
weeks. First, the spurs are clipped, then the loop, and, when it is apparent that 
the old habit pattern has been re-edueated, the cross palatal bar and bands are 
removed. In over 250 cases, the percentage of success has been 92 per cent. It 
is felt that the remaining 8 per cent could be further reduced by improved case 
selection and proper treatment time. 


SUMMARY 


The finger-sucking habit, normal in the first two or three years of life, may 
cause permanent damage if continued beyond this time. Of gravest concern is 
the creation of an excessive overjet which, in turn, fosters abnormal lip and 
tongue muscle activity. It is this activity that causes the real damage so often 
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attributed to the finger habit alone. There are several conditioning factors, the 
most important being the original morphology, the duration, the frequency, and 
the intensity of the sucking habit. For the normal child, the placement of an 
interceptive appliance after the age of 3 to 4 years can eliminate muscle per- 
versions and allow autonomous adjustment of the incipient malocclusion. 
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SURGICAL CORRECTION OF PROGNATHISM 
JAMES E. Skaaes, D.M.D., Ky. 


HE surgical correction of prognathism is a procedure that dates back more 

than 100 years. In 1849 Hullihen' deseribed a technique for the correction 
of such a deformity. Since that time refinements of technique and various 
methods have been described. At the turn of the century Blair? published 
several articles on this particular subject. Interest in the subject and in the 
various techniques used in its correction became widespread. After Blair, 
came reports from Kazanjian,? Dingman,‘ Reiter,’ Caldwell and Letterman,® 
Moose,’ and many others. 


This article will in no way attempt to put forth a new procedure or even 
a refinement of the previously published and proved ones. Rather, it is a re- 
view of the more successful techniques and indications for their application. 
Special attention will be given to the surgical procedures with which I have 
had experience. 


Basically, there are only two means of surgically correcting prognathism. 
One is by ostectomy (removal of a portion of bone from the mandible) and the 
other is by osteotomy (sectioning of the mandible). Either of these procedures 
may be carried out by surgically opening the area of the mandible to be treated. 
The osteotomy may be accomplished by the closed or ‘‘blind’’ approach. 


In my opinion, there is no one best method for the surgical treatment of 
all cases of prognathism. The oral surgeon should be familiar with at least 
three of the diverse basic techniques of surgical correction so that he may fit 
a surgical approach to the case at hand instead of making each prognathie 
problem fit a single method of treatment. The technique recently deseribed by 
Caldwell and Letterman® and Shira’ may be near the perfect operation, but 
even here there are drawbacks to the procedure. 


The open surgical approach has been criticized beeause of the resultant 
sear. Incisions may be placed at the inferior border of the mandible, however, 
so that they are normally not visible, and in the posterior approach they may 
follow the natural lines and folds in the neck. I have not found the incision 
line sear objectionable in prognathie cases treated by osteectomy through the 
body of the mandible. 

The criticism of the closed osteotomy is based on possible injury to normal 
anatomy, namely, uncontrolled hemorrhage, injury to a branch or branches of 
the facial nerve, and the possibility of nonunion of the sectioned fragments due 
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to imperfect apposition. However, Verne and associates? report a series of 
fifty-two cases treated by blind osteotomy without untoward sequelae. This 
report includes postoperative observation up to ten years. 


OSTECTOMY 


Under the broad heading of ostectomy of the mandible for correction of 
prognathism, there are at least three procedures worthy of detailed description. 

The first is the subsigmoid ostectomy described by Smith and Robinson." 
This is a procedure whereby the lateral surface of the ramus is exposed to the 
level of the sigmoid notch via a posteroinferior incision. A block of bone of 
previously determined dimension is removed from the subsigmoid area. <A 
condylotomy is carried out at the lower level of the block; the mandible is moved 
back to its desired position, and the condylar fragment is fixed by an intra- 
osseous wire. (Of course, this and all other described procedures are com- 
pleted bilaterally.) The mandible is held in position by intraoral elasties or 
other suitable fixation until bone healing takes place. 

The technique of my choice in this category is that of ostectomy through 
the body of the mandible as described by Blair,"' with refinements in the pro- 
cedure as developed by Dingman.’” 

The operation is performed in two stages. Following careful work-up with 
models and roentgenograms, the site and size of the ostectomy are determined. 
The site is usually in the first molar area. 

The first stage is done in the office. This consists of removal of the first 
molar (assuming that there are no edentulous areas which could be incorporated 
in the ostectomy) and subperiosteal reflection of the soft tissue on the buccal 
and lingual surfaces of the mandible to the approximate level of the mandibular 
canal. The desired section of bone is measured and marked off on each surface 
and, by means of a surgical burr, cuts are made through the cortex only at each 
mark and to the desired level. The soft tissue is approximated by sutures. 
Fixation appliances are put in place at this visit in order to save time later in 
the operating room. After soft-tissue healing is evident (seven to ten days), 
the patient is admitted to the hospital for completion of the procedure. 


The second stage consists of exposure of the previously prepared site by 
surgical dissection through an incision placed at the inferior border of the 
mandible. By careful retraction of the soft tissue, the burr cuts made in the 
first stage of the procedure are brought into view. Again by use of the surgical 
burr, the cuts are continued from the buecal surface down to the inferior border 
of the jaw and up the lingual surface to connect with the original ones on that 
side. The buccal surface is then decorticated, and the contents of the man- 
dibular canal are identified and protected. Preparation for the placement of 
an intraosseous fixation wire is made prior to completion of the ostectomy. 
The mandibular canal is ‘‘countersunk’’ in each direction to accommodate the 
now excessive length of its contents. The mandible is repositioned and fixed by 
an intraosseous steel wire, and the soft tissue is closed in layers. Intraoral 
fixation is also attained, thus completing the correction. By careful surgical 
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technique, we have maintained sensory innervation to the soft tissue and the 
dental structures, we have not contaminated the open bone by oral fluids, and 
we have been able to visualize the approximation of the bone ends. All in all, 
I find that it is a sound procedure. 

The third ostectomy is a technique recently brought to my attention in a 
report by Pankow.'* Briefly, the operation consists of the removal of a tri- 
angular portion of bone from the ramus. This is a horizontal ostectomy of the 
ramus, with the base of the triangle at the anterior border of the ramus. The 
procedure is especially indicated when there is a marked open-bite in connection 
with the prognathic deformity. The triangular section of bone is removed by 
direct visualization following surgical exposure of the area through a postero- 
inferior incision. Transosseous wiring and intraoral fixation are employed. 


OSTEOTOMY 


In the realm of surgical correction of prognathism by osteotomy, there are 
several techniques worthy of mention: 


A. Osteotomy of the ramus in the horizontal plane by the closed ap- 
proach with the Gigli saw. 

B. Osteotomy of the ramus in the horizontal plane by an open intraoral 
approach with a stabilized mechanical device, such as the Cayo saw. 

C. Subeondylar osteotomy by the closed method with a Gigli saw. 

D. Subeondylar osteotomy by the open approach with a surgical burr 
in a straight handpiece. 


= 


. Osteotomy of the ramus of the mandible in the vertical plane by 
direct visualization and with the use of the surgical burr and the 
osteotome. 


There are various means of accomplishing method A. The technique that 
I use will be deseribed. By an intraoral approach, a 1% inch incision is made 
through the mucosa at the anterior surface of the ramus superior to a hori- 
zontal plane through the position of the mandibular foramen. The opening is 
carried down to the periosteum by blunt dissection. The periosteum is incised, 
and a rounded periosteal elevator is inserted. By this means, the periosteum 
is elevated from the medial surface of the ramus in the inferior and superior 
directions. A curved aneurysm needle is introduced subperiosteally and, fol- 
lowing on bone, its point is palpated at the posterior surface of the ramus. A 
14 inch incision is made through the skin, and the opening is carried to the 
periosteum by blunt dissection. The periosteum is incised, and smooth retrac- 
tors are placed, carrying the soft tissue medially and laterally to the point of 
the aneurysm needle. This needle point is brought into view and a Gigli saw 
is attached. The saw is earried back through the incision into the oral eavity. 
Retraction of the soft tissue at the posterior opening is continued, as well as 
retraction of the lips and cheek. The osteotomy through the ramus is com- 
pleted, and the soft tissue is closed after removal of the Gigli saw through the 
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mouth. Fixation appliances are placed; the mandible is then repositioned and 
immobilized. The mediolateral relationship of the ramus is determined by 
palpation and confirmed by immediate roentgenograms. 

The technique for attaining correction by method C is essentially the same 
except for the position of the osteotomy. The Gigli saw is placed in a position 
to section along a line from the lowest point of the sigmoid notch to the center 
of the posterior surface of the ramus in its vertical dimension; thus, the free 
condylar portion of the mandible is carried to the lateral surface and the man- 
dible is repositioned and immobilized. This technique, with variations, has 
many exponents, namely, Reiter,> Verne,? Bourgoyne,'* and others. 

In Method B, the osteotomy is performed in the same area as A. In pro- 
cedure B, however, visual access to the area is achieved via an intraoral ap- 
proach. An incision is made at the anterior border of the ramus, the soft tissue 
is dissected from its medial surface, and pertinent anatomic structures and/or 
locations are identified. A retractor is then placed in such a position that 
aecess to the posterior border of the ramus is obtained. The ramus is sectioned 
at the desired level and in the desired plane with a bone saw. Numerous devices 
have been developed for this purpose; some are manually operated and others 
are mechanical. The innovation of the Cayo saw brought a marked improve- 
ment in the mechanics of this procedure. This is a high-speed saw blade that 
will section the bone satisfactorily but will not damage the soft tissue with 
which it comes in contact. This is due to the saw’s high velocity plus extreme 
shortness of stroke which cause the soft tissue to be carried with the blade; 
cutting action is noted only in immobile dense tissue, such as bone. An ad- 
vantage of this technique is the comparative facility of intraosseous fixation 
of the sectioned portions of the ramus in the corrected position. Intraoral 
fixation is applied in the usual method. 

Method D is an improvement in technique over the closed subeondylar 
osteotomy and still maintains the advantage of minimum surgical trauma. The 
osteotomy is performed following surgical exposure of the subeondylar area 
through a preauricular incision. <A distinct advantage noted here is in the 
protection of branches of the facial nerve by identification and retraction. The 
osteotomy is carried out by use of a surgical burr in the dental handpiece. 
The medial surface of the condylar fragment is freed of its muscle attachment 
and is then earried to the lateral surface of the ramus. In this way bone-to-bone 
contact is made without the possibility of incorporation of soft tissue in the 
contact area and the consequent probability of nonunion or fibrous union. Even 
considering this advantage, immobilization should be maintained for a longer 
period of time than is necessary in instances where contact of fresh cancellous 
bone is attained. 

Method E, as originally described by Caldwell and Letterman® in 1954 and 
later reported by Shira,* may prove to be the most versatile of the various surgi- 
cal means of correcting prognathism. It incorporates maximum bony contact 
for firm union, ability to correct the marked open-bite, and minimum time of 
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immobilization plus the previously stated advantages of the open surgical ap- 
proach. Disadvantages of this technique include the comparatively large in- 
cision necessary for indicated dissection, surgical loss of contact area for some 
of the muscles of mastication, and the length of time required for actual surgery. 


Briefly, the technique involves surgical exposure of the lateral surface of 
the ramus through a posteroinferior incision. Burr holes are made through the 
lateral cortical plate from the sigmoid notch, in a vertical line posterior to the 
mandibular foramen, to the inferior border of the mandible. Prior to com- 
pletion of the osteotomy, the tip of the coronoid process is sectioned and allowed 
to lie free by its attachment to the temporal muscle. The vertical osteotomy is 
then completed. The mesial (or anterior) portion of the ramus is decorticated 
to a measured extent for the correction. The internal pterygoid muscle is then 
freed from the distal portion of the sectioned ramus; through-and-through burr 
holes are made in this portion to enhance bony union. The correction of the 
deformity is then accomplished, and intraoral fixation is applied. The distal 
(or posterior) ramal fragment is now placed in position over the decorticated 
mesial area and fixed in place by transosseous steel wires. With closure of the 
soft tissue in layers, the procedure is completed. Caldwell reports several suc- 
cessful cases corrected by this technique. 


SUMMARY 


Surgical intervention in the treatment of Class III malocclusion is indieated 
in those instances in which the deformity cannot be satisfactorily treated ortho- 
dontically and in those instances in which the deformity is the result of an 
uncontrollable physiologic or external traumatic reaction. It is contraindicated 
in those patients whose physical status will not allow such a procedure and in 
the patient who is not extremely interested in necessary correction. The pa- 
tient must be completely cooperative and must be made to understand what the 
procedure entails, what discomfort is to be expected, and the treatment time 
involved, with emphasis on the weeks of immobilization of the mandible. If the 
patient is a minor, of course, legal consent for such an operation is essential. 
Over and above legal consent for any of the foregoing procedures, one needs 
the patient’s consent and desire in order to obtain truly successful correction 
of the deformity. 

In severe Class II] deformity, surgery is but one step in the correction. 
Orthodontics plays as much of a role in the restoration of occlusion here as it 
does in any indication for orthodontic service. The question then arises as to 
the timing of surgical treatment in relation to orthodontic treatment. The 
answer depends wholly on the relationship of the maxillary and mandibular 
arches in the corrected position. Surgery should precede the institution of 
orthodontic treatment if satisfactory interarch relationship is obtained in the 
corrected position. In this instance, the maximal intereuspal correction is ob- 
tained as a final step to complete restoration of occlusion. The surgery involved 
provides optimal correction of a gross deformity, but it cannot supply the finesse 
in cuspal interdigitation that orthodontics provides. 
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In further answering this question, we recognize two extremes of the pre- 
surgical interarch relationship. One is that extreme in which the maxilla is so 
constricted that, in the corrected position (via study models), the posterior teeth 
of the mandible are in complete buceoversion to the posterior teeth of the 
maxilla. Some contact of natural dentition in the posterior area is preferable 
prior to surgical treatment. Granted that arch expansion is an extremely diffi- 
cult and tedious process, it is indicated here rather than the use of bulky intra- 
oral splints during the period of immobilization following surgery. Even with 
the use of splints to afford contact for immobilization and fixation, thereby 
making surgical correction feasible, the problem of interarch relationship still 
exists following surgery. Fortunately, this sequence of occlusal deformities is 
seen in only a small percentage of cases. 

The second extreme, and the more common accompanying problem in prog- 
nathism, is one in which there is a marked flaring-out of the maxillary dentition. 
The deviation from the normal axial inclination varies greatly. Here, again, 
presurgical orthodontic therapy is indicated to bring the occlusal surfaces of 
the posterior maxillary teeth into serviceable contact with those of the man- 
dible in its correeted position. Again, the final correction of intercuspal contact 
is in postsurgical treatment. 

This, then, makes it extremely difficult to answer another question which 
always arises: ‘‘At what age may treatment be started for the correction of 
prognathism?’’ This question can be answered only after sufficient consultation 
on each specific patient’s problem. In my opinion, the minimum age for surgi- 
eal intervention is 14 years, provided that.in the mandible the second molar is 
fully erupted and the third molar has elevated its occlusal surface in the normal 
erupting line. I have received personal communications concerning satisfactory 
correction by surgery in patients years younger than 14 years of age. However, 
the known principles concerning growth and development of the mandible pre- 
clude the advisability of such a procedure. The aforementioned minimum age 
of 14 years, with its accompanying ‘‘rules of thumb,’’ finds most indications 
in the female patient. Hence, the age problem depends on the need for pre- 
surgical orthodontics and the time at which such treatment may be started. At 
any rate, consultation, the first step in treatment, should be instituted as soon 
as the deformity is recognized. The primary consulting group should include 
the orthodontist, the pediatrician, and the oral surgeon. 

In the event that surgical treatment of the condition is the choice of the 
consultants, the procedure is then presented to the patient for his decision. 
Two pertinent facts influence him greatly: (1) the attainment of normal oe- 
clusion and (2) improvement in facial contour and jaw relationship. Granted 
that improvement in appearance is sometimes striking, a great number of these 
patients are more impressed by the improved ocelusal harmony. 

Regardless of the results that we desire, there are complicating factors 
which must be mentioned. Uncontrollable sequelae include infection, especially 
osteomyelitis. This particular entity has been greatly controlled in recent years 
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with the advent of antibiotics, but it is still a possible complication of any surgi- 
eal manipulation of bones. Another factor may involve nonunion of the bone 
ends. Solution of this disturbing result usually requires a second surgical pro- 
cedure. <A third untoward effect, more often noted in the various osteotomies, 
is the possibility of an open-bite following correction. This condition, according 
to its extent, may require secondary procedures before acceptable results are 
obtained. 


Since these sequelae are possible through no fault of the oral surgeon or 
the orthodontist, the patient must also be prepared to accept his portion of the 
risk. If this is understood prior to treatment of the condition, then ultimate 
good results are more within the reach of all concerned. In my opinion, cor- 
rection of this gross deformity is one of the greatest services which our pro- 
fession has offered mankind. 
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SKELETAL DEVELOPMENT AND TOOTH ERUPTION IN ATLANTA 
CHILDREN 


STEPHEN W. Gray, PH.D., AND FRANK P. Lamons, D.D.S., ATLANTA, GA. 


HE growth of children has long fascinated poets, parents, and pediatricians. 

The complexity of the biologie system that we eall a growing child has, 
however, left us only partially satisfied with our methods for describing growth. 
Height and weight with respect to chronological age are the easiest and usually 
the most available measurements, although it was not until 1777 that the first 
growth curve was published.’ 


Not all manifestations of growth can be quantitatively evaluated as 
readily as can height and weight. Some parts of the body, and frequently 
those that are the most important clinically, grow in so complicated a fashion 
that qualitative description is still the best means for dealing with them. 


The pattern of tooth eruption is one such growth complex which is best 
described in terms of arbitrary stages or norms. As with more quantitative 
measurements, such stages or norms are based upon a selected population, 
the size of which is limited by time, money, availability of subjects, or all three 
factors. Few such sets of standards are so national in seope as to fit with equal 
accuracy everywhere in the United States. For this reason, we have under- 
taken to compare published norms from other parts of the country with the 
development of dentition and development of hand and wrist bones in a group 
of Atlanta children. : 


MATERIALS AND METHODS 


We have used 147 records of chronological age, tooth development age, 
and hand and wrist development age of twenty-five white boys and thirty-six 
white girls from Atlanta, Georgia. From one to six annual observations on 
each child were avaliable. The children ranged in age from 4 to 15 years (Fig.1). 

All were from families of less than median income, and all were under- 
going developmental supervision but not orthodontic treatment at the Emory 
University Orthodontic Clinic. Schour and Massler’s* chart on development 
of the human dentition, distributed by the American Dental Association, was 


used to estimate dentition development as determined by full-mouth roentgeno- 
grams of our subjects. 


The Radiographic Atlas of Skeletal Development of the Hand and Wrist 
by Greulich and Pyle’ was similarly used for comparison with hand and wrist 
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plates which have been routinely taken at the same time as the full-mouth 
roentgenograms at the orthodontic clinic. Reasonable, but not excessive, care 
was taken in making the comparisons. We felt that no more precision than 
that exercised in good clinical practice should be employed if the true use- 
fulness of the standards was to be evaluated. 

Schour and Massler’s dentition development stages are by years, and it 
was felt permissible to interpolate to half-years. Development was considered 
normal if the child fitted the nearest standard. Where actual age lay midway 
between stages, either the higher or the lower one was considered to be a normal 
estimate. 

Hand development was estimated similarly, but Greulich and Pyle stages 
are not all at equal intervals from one another. It was necessary to construct 
a table of their stages with half-stages estimated in some cases but not in 
others. The slight irregularity resulting is less than the experimental error, 
so we feel that it is an adequate means of analysis. Where we have ex- 
pressed a child’s deviation from the expected stage of development, we have 
taken the difference between his actual hand developmental stage and the nearest 
stage to which he could have been assigned on the basis of his chronological age. 
Thus, a boy whose chronological age is 87 months could be expected to fit the 
Greulich and Pyle male standard 16 for 84 months. If his hand development 
actually agreed with male standard 15 for 72 months, the difference was con- 
sidered as 84-72 = 12 months (standard nearest true age — standard of best 
fit) and not 87-72 = 15 months (true age — standard of best fit). 


NUMBER OF OBSERVATIONS 


Fig. 1.—Sex and age distribution of observations of tooth eruption and hand development of 
sixty-one Atlanta children. 


A check on the reliability of the hand development estimations was made 
by repeating the observation on ten plates withdrawn at random one month 
after the original determinations were made. Six of the ten estimates agreed 
exactly with the earlier ones; four differed by two to four months. The 
standard deviation of estimate worked out to + 1.8 months. 
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RESULTS 


Skeletal Age——Atlanta boys and girls are in close agreement with each 
other. Both start about one-half year behind Greulich and Pyle standards 
for their sex at 5 years of age, and both catch up to the developmental level 
of the standard by the age of 15. 
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CHRONOLOGICAL AGE 


Fig.2.—Relationship between chronological age and estimated tooth eruption age of 
a i Atlanta children (heavy line) compared with Schour and Massler standard (light 
ne). 
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CHRONOLOGICAL AGE 

Fig. 3.—Relationship between chronological age and estimated hand and wrist develop- 
mental age of sixty-one Atlanta children (heavy line) compared with Greulich and Pyle 
standard (light line). 

Tooth Eruption—Atlanta boys agree well with Schour and Massler 
standards at the age of 5 years, but they develop a little more slowly. At 10 
years of age they are six months retarded, and at 15 years they are almost a 
year behind. 

Girls, on the other hand, develop at the same rate as Schour and Massler 
standards, but are two months behind at all ages of the series. 


Variation.—The variation of our data from the expected values was less 
than might have been anticipated from the sample size. Hand plates had a 
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standard deviation of 0.89 and 0.91 from Greulich and Pyle stages for boys 
and girls, respectively. These values are equal to about 10.7 and 10.8 months. 
This is very close to the standard deviations of the original Greulich and 
Pyle data. 

Variation in tooth development levels amounts to a standard deviation 
of 4.0 months for boys and 7.5 months for girls. The Schour and Massler 
standard chart, distributed by the American Dental Association (second 
edition, 1944) but not as originally published, gives plus and minus values 
for each stage. It is not stated whether these mark the range of their data 
or the standard deviation. If the latter be the ease, our deviations are of the 
same order. 


TABLE I. HAND AND WRIST DEVELOPMENT AGE OF ATLANTA CHILDREN AS COMPARED WITH 
GREULICH AND PYLE STANDARDS 


DIFFERENCE FROM STANDARD DEVIATION 
GREULICH AND PYLE GREULICH AND PYLE 
CHRONOLOGICAL STANDARDS ATLANTA STANDARD 
AGE (YEARS) (MONTHS ) ( MONTHS ) (MONTHS ) 
Boys 
5 -5 +8.79 
10 -4 +10.7 +9.79 
15 0 +11.32 
Girls 
5 -7 +11.65 
10 -5 —10.8 +11.73 
15 0 
Boys: 57 observations of 25 boys 
Hand age = -0.478 years + 1.0377 chronological age 
Interval = half years (approximately ) 


Girls: 86 observations on 35 girls 
Hand age = —0.859 years + 1.0627 chronological age 
Interval = half years (approximately) 


Figs. 2 and 3 show the above relationships in graphic form, and Tables I 
and II give the actual values for rate of progress, amount of variation and 
relation to the standard curves. 


DISCUSSION 


In 1928 Howard? made hand plates of normal Atlanta children. This 
was long before the Greulich and Pyle Atlas appeared and nine years before 
Todd’s® Atlas, which was a precursor of the Greulich and Pyle study. We 
have taken Howard’s radiographs as they appear in his printed paper and com- 
pared them with our own results. He used fifty children of each sex at each 
year of age and illustrated one typical hand plate for each sex at each age. His 
hand plates of boys showed a one-year lag behind Greulich and Pyle levels 
at the age of 5. This lag persisted until the ages of 13 and 14, when his subjects 
overtook the standard. His girls’ hand plates showed excellent agreement 
with the modern standards. If we had all fifty of his plates at each age, it is 
possible that the agreement would be even better. 
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TABLE II. ToorTH DEVELOPMENT AGE OF ATLANTA CHILDREN AS COMPARED WITH SCHOUR 
AND MASSLER STANDARDS 


DIFFERENCE FROM STANDARD DEVIATION 
SCHOUR AND MASSLER SCHOUR AND MASSLER 
CHRONOLOGICAL STANDARDS ATLANTA STANDARD* 
AGE ( YEARS ) (MONTHS ) (MONTHS ) (MONTHS) 
Boys 
5 0 +9 
10 +3.9 +9 
15 -10.5 +6 
Girls 
5 -1.9 +9 
10 -1.9 +7.5 +9 
15 —2.0 +6 


Boys: 57 observations on 25 boys 
Tooth age = 0.391 years + 0.9154 chronological age 
Interval = half years 

Girls: 90 determinations on 35 girls 
Tooth age = -0.158 years + 0.9993 chronological age 
Interval = half years 


*See text for discussion. 


As in Howard’s data, our boys start with an appreciable delay and catch 
up by the age of 15. Our girls are similarly retarded at the start of the 
series, but the girls of Howard’s series were not. Both sexes in our series 
have a slightly faster rate of development than the Greulich and Pyle standard 
and arrive at the age of 15 precisely on schedule. 


This acceleration in developmental progress means that in practice it may 
not be possible to bear out the hope expressed by Greulich and Pyle: 


If these standards are found to be too advanced or too retarded 
to fit satisfactorily some racial or other special group of children, the 
age equivalents of the standards can be scaled upward or downward 
in order better to conform to the developmental rate of the particular 
group. 


This is due to the fact that the rate of progress (slope of the curve) may vary 
as well as the retardation or acceleration (y intercept). 


Tooth development in our girls follows the Schour and Massler standards 
almost perfectly. The retardation of two months is less than the standard 
deviation of either series. Rate of progress from stage to stage is the same. 
The boys, however, starting at the age of 5 in step with the standard chart, 
show a slower rate of progress, falling gradually behind the norm. 


We are unable to be certain why conformation to the standards should 
be poorest in tooth development of our boys. Hand development is not the 
same for the two sexes, and separate standards are provided by Greulich and 
Pyle. This is not the case for the tooth development chart. Male and female 
development may not be identical, and the Schour and Massler standard 
may conceal this by averaging both together. The lack of any information 
on the technical construction of the norms makes it impossible to decide this. 
It is possible, also, that boys are not brought to the clinic in the absence of 
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frank developmental retardation or defects, while greater parental concern for 
the appearance of their daughters would send the latter to the clinic before any 
defect was manifest. 


There is little question that new standard tables for development of 
dentition are needed. In view of the differences between our boys and girls 
and their relatively small variability, it seems probable that separate male and 
female standards should be constructed. They should show the composition 
of the standard group, the method of selection, and the range of variation. 
Whether such tables can be expected to fit all parts of the country is doubtful, 
but if the composition of a standard population is known it becomes possible 
to correct the tables for local differences. 
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SIMPLIFIED MANAGEMENT OF SPACE CLOSURE 


Erwin C. Puietcuer, D.D.S., La Jouua, 


INTRODUCTION 


HIS article will deal with a space-closure method for almost any ortho- 

dontie condition, whether the space be in an extraction area, in the anterior 
portion of the mouth, or elsewhere. However, this article will be primarily 
concerned with the basic problems of premolar extraction cases in which it is 
necessary to move cuspids distally, rotate them, or do a combination of both. 
The discussion to follow has essential reference to the edgewise appliance. 

By way of introduction, I would mention some of the methods for ac- 
complishing space closure and particularly cuspid retraction, such as sectional 
arches with Bull loops or other vertical loops, sectional arches activated by coil 
springs in front of the cuspids, numerous forms of elastic traction from the 
molar region forward, and the various types of continuous arches which utilize 
one or more of the foregoing principles. 


These methods frequently depend upon the individual operator’s prefer- 
ence as well as upon the ease at hand, whether it be one requiring the main- 
tenance of utmost anchorage and anchorage preparation or one in which there 
is excessive space and we actually wish to cause a certain amount of slippage, 
allowing or encouraging the posterior teeth to move forward as much as or 
more than the anterior teeth will move backward. We feel that many cases 
should be treated on a nonextraction basis. Our constant difficulty is with the 
borderline case in which there is a question of whether the best procedure 
would be extraction or nonextraction. Furthermore, various operators have 
varying beliefs regarding force philosophy. Some advocate a strong inter- 
mittent foree which requires more frequent adjustments, but which also tends 
to maintain a good arch integrity and possibly better control throughout. Other 
orthodontists with equal sincerity are strong advocates of light, continuous pres- 
sure, believing that it is essential to protect the teeth and surrounding tissues 
from any but the lightest stress. 

It is fairly well agreed that a light, continuous pressure will move the teeth 
farther more easily and with less damage than any other method, provided that 
it can be properly controlled. Then, too, patient compatibility, pain, nervous- 
ness, general cooperation, and so forth will often dictate the best procedure. 


Presented before the Edward H. Angle Society of Orthodontists (Southern California 
component), Sept. 22, 1958. 
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Modern advancements in the last few years have given the orthodontist a_ 
greater choice among better materials and techniques. Recent advances also 
in cephalometrics and growth studies are changing concepts and stimulating 
the development of more efficient procedures. 

Anchorage preparation and the amount of it—in other words, how far the 
teeth may or may not be tipped back and how much Class III mechanies will 
be used—will depend, as previously mentioned, on a number of things. The 
operator’s concept of a good face—whether he likes it flat or round, protrusive 
or retrusive—has a considerable bearing on the treatment procedures, whether 
he decides to extract or not to extract. In his extraction cases, the man who 
prefers a little more fullness in the lips and in the teeth forward will allow 
himself more leeway for slippage of the posterior segments during his treat- 
ment. It is not my purpose here to discuss what should or should not be done 
in that regard. We do know that the space must be closed and the teeth up- 
righted and maintained in an upright position prior to retention, and good 
retention has meant good treatment. 

Good treatment in a busy practice requires the use of simplified procedures 
wherever possible, provided that they will accomplish the objective. It is quite 
a temptation to slip by an important step, such as changing from a continuous 
rectangular arch back to one with vertical loops or other such accessories in 
order properly to close spaces. The patients in the reception room are still 
waiting. Dr. Tweed and others have aptly stated that the curse of good ortho- 
dontics is too many patients. This is certainly true in the busy practices of 
today, and it behooves us to streamline our procedures so that they can be 
adapted with a minimum of wasted time and effort and yet maintain or im- 
prove our standards of quality. 


As mentioned, there is varied opinion among orthodontists regarding the 
amount of tipping back of the posterior teeth that is necessary in anchorage 
preparation before Class II mechanics are begun. It seems to be recognized 
by most, however, that a definite amount is indicated. Also, it is agreed that 
anteroposterior leveling and the maintenance of the flattened lower arch during 
treatment are necessary. In many instances we have frequent changes of arch 
wires—first, a series of leveling arches, then tip-back arches, then cuspid re- 
traction followed by releveling arches, then space closing generally, and finally 
ideal arch forms. Often all of this takes place before we can do much about 
Class IT correction. 


We have been taught in our earliest orthodontic training that jiggling of 
teeth back and forth is an important cause of root resorption and bone recession. 
These frequent arch changes are not particularly helpful in avoiding this. It 
is sometimes difficult to simulate and coordinate tip-back bends and various 
torqueing forces with subsequent arches. This incoordination may block or 
retard some movements that we are most anxious to accomplish. It is logical 
for us to do whatever we can to move teeth in the three dimensions toward their 
final proper positions as directly as possible where this can be done. We may 
cause harmful reciprocal movements in order to gain other correct ones. It 
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is well to remember the ideal of light, smooth, continuous pressures exerted on 
all teeth in their relative proper amounts and directions. If anyone requires 
stimulation in this thought, he needs only to compare his beginning and final 
intraoral roentgenograms, idiopathic root-end resorption notwithstanding. 

Recent advances in techniques and appliances have given us more tools 
with which to accomplish this smooth directional force. For example, in 
brackets we have the choice of single, double, Siamese, single lever arm, double 
lever arm, push-pull, angulated, tipped, ete. Our appliances are constructed 
of better materials with better temper and hardness or softness, depending 
upon the requirements. Harder brackets and harder arch wires allow better 
flow of movement with less frictional binding. These improvements should not 
only simplify our problems; they should also allow better results in shorter 
time with less destruction of tissues. 

Space-closing procedures have become of more prime concern, especially 
during the last ten years, in which extraction therapy has become more the 
rule than the exception. Unquestionably, the edgewise mechanism owes much 
of its popularity to the fact that with it we can maintain flat arch integrity 
while we are torqueing, tipping, and bodily moving teeth. We are required to 
use considerable force in these accomplishments, however, far more than is 
physiologically ideal at times. An important consideration is reduction of these 
forees by controlling bracket friction more efficiently. It is suggested that the 
use of wider brackets, offset and with lighter wires, will help solve some of this 
problem, but in order to do this in space-closure techniques we must be careful 
to protect anchorage and maintain a flat curve of Spee. The flat curve is easily 
lost if excessive retraction force is applied, particularly if it is applied in the 
wrong direction. The use of vertical loops incorporated in sectional or con- 
tinuous arches has an important advantage in this respect since, as a space- 
closing mechanism, it is activated by manually sliding the arch wire’s posterior 
section distally and locking it there. As the stored energy in the loop is ex- 
pended, the force exerted causes space closure without bracket friction because 
the wire is not moving through the brackets or the molar tube. Consequently, 
the force is exerted directly on the teeth or on components of the teeth in an 
efficient manner. It is my opinion, however, that the usual design of vertical 
loops incorporated into rectangular arch wires causes considerably more force 
than is ideal. 


Some men are avoiding the use of continuous arches with vertical loops 
wherever possible, since these vertical loops reduce the anteroposterior rigidity 
of the arch wire. The squashed Bull loop is popular because it has less of this 
disadvantage than most other loops, although it exerts a very potent foree. 
Most of us have experimented from time to time with various compression and 
tension springs, as well as loops, sections, and what-have-you. The following 
section will contain a description of the use of a simple space-closing tension 
spring (hereafter referred to as a T-spring) which has proved to be an answer 
to or at least a way out of some troublesome problems, although, like nearly 
everything in orthodontics, it is no cure-all. There are several very important 
advantages, and yet, there are a few disadvantages. 
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METHOD 


This spring (Fig. 1) is simply a 3/16 inch closed coil of 0.009 or 0.011 
inch hard round wire turned on a 0.030 inch arbor with two and one-half 
coils reversed on one end and a straight 2% inch extension on the other end. 
The application of the spring is particularly simple. Possibly the most im- 
portant use of this spring is for space closure throughout either dental arch 
where continuous rectangular arches are in place. These arches should not be 
heavier than 0.021 by 0.025 inch. 


Fig. 1.—An enlarged drawing of the T-spring. It is a 3/16 inch closed coil of 0.009 
or 0.011 inch hard round wire turned on a 0.030 inch arbor with two and one-half coils 
reversed on one end and a straight 2% inch extension on the other end. 


Fig. 2.—A diagrammatic illustration of spring applied for space closure (top) and cus- 
pid retraction (bottom). 


It is important to place distal staple ties for prevention of cuspid rotation. 


The reversed loop of coil spring is placed over the end of the areh wire 
distal to the molar tube (Fig. 2). The main body of the spring lies gingival 
to the molar tube to prevent cheek irritation and for protection from dis- 
lodgment or distortion. The forward section of spring wire will now lie 
directly under the gingival wings of the brackets anterior to the molar tube. 
For space closure, spring wire is grasped opposite the intermaxillary hook or 
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suitable stop which is usually placed in front of the cuspids and should be 
on the gingival side of the arch (although this is not always necessary, par- 
ticularly on the upper arch). Now the wire is pulled forward to stretch the 
spring as desired and bent outward and backward around the hook, beginning 


A. B. 
C. D. 
E. F. 


Fig. 3.—A, Tension spring in place before activation with anterior end bent laterally; 
B, spring stretched by pulling forward with pliers; C, spring bent outward and backward 
while under tension; D, excess cut off % inch or slightly less past base of hook and bent in 
with fine-pointed bird-beak pliers; EH, free end further tucked in and up with bird-beak pliers; 
F, activated upper and lower springs in position. 


from the under side. The wire is now cut off to leave an excess of about 14 
inch, which is then bent in further and tucked up with fine-pointed bird-beak 
pliers. Fig. 3 shows this sequence of procedure. 


For subsequent reactivation of the T-spring, the end of the wire bent 
around the hook may be grasped with serrated No. 110 How pliers or pin 
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cutters, loosened, pulled forward, and rebent onee more around the hook, as 
done previously. With a little practice, the operator will find it possible to 
place or activate this spring almost as rapidly as a ligature tie wire. The 
forward end of the spring may be annealed and wrapped two or three times 
around the hook to secure it, but the technique described previously has proved 
much simpler and faster. 


Distal movement of cuspids or premolars may be accomplished in several 
ways. Fig. 2 (bottom) illustrates a simple technique. The arch wire is 
ligated firmly to the distal staple of the tooth to be moved in order to prevent 
rotation. The tension spring is placed in the usual manner after its anterior 
section has been annealed. The annealed end is pulled forward to activate the 
spring; it is threaded under the gingival wing of the bracket, then over the areh 
wire, and back under the incisal wing of the bracket. It is bent out and cut off 
next to the bracket. This spring can be reactivated in a like manner. 


B. 


Fig. 4.—A, Lower cuspid retraction. B, Upper cuspid retraction. 


If the cuspid has a distal rotation, a ligature may be tied from the distal 
staple to the arch wire and then directly to a small loop formed in the forward 
section of a T-spring, as shown in Fig. 4. In the event of severe distally rotated 
cuspids, the rotation and retraction may be accomplished simultaneously, as 
shown in Fig. 5, by placing a short section of sliding tube with an intermaxillary 
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hook on the arch wire between the cuspid bracket and the distal staple tie and 
then applying the spring, as described above, to the sliding hook. This procedure 
is particularly effective. The staple on the band should be well to the distal 
and on its gingival aspect. If the cuspid has considerable mesial inclination, 
it is recommended that the distal staple tie and sliding hook procedure be 
used without bracket engagement until the cuspid is upright. 


A 


Fig. 5.—Application of spring with short sliding hook for cuspid retraction and rotation si- 
multaneously. Rotating ligature is tied from distal staple to arch wire distal of sliding hook. 


PRECAUTIONS 
Several precautions are to be observed : 


1. The arch wire should be passive, or nearly so, in the buccal 
sections. Unnecessary torque should be avoided. The springs should 
not be applied for over-all space closure until the arch can be made to 
slide rather easily in the buceal sections. 

2. If the arch is bent down immediately distal to the molar tube, 
the reversed loop pressure of the spring will prevent the arch from 
sliding through the tube further. This may be used as an effective stop 
if the operator wishes only to move the cuspid distally, but it will 
completely prevent over-all arch space closure. 

3. This spring application with second molars banded may be con- 
traindicated for full arch space closure, due to increased frictional 
torque or insufficient space below the molar tube. 

4. The spring is usually not as effective, at least in the lighter 
gauge, if precious-metal brackets and arch wires are used, especially 
single brackets. 

5. One should avoid ligating the arch too tightly in the brackets. 
The arch must be able to slide through the brackets for arch space 
closure. 


6. Good mouth hygiene is essential. It prevents debris, calculus, 
ete. from forming on the arch wires and brackets and thus aids in 
maintaining smooth, sliding function. 
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GENERAL OBSERVATIONS AND CONCLUSIONS 


The spring may work a little better when Siamese or wide brackets are 
used in the posterior sections, particularly if they are tilted or offset on the 
bands; however, single brackets are quite satisfactory. Offset brackets allow 
the use of straight arch wires, so that abrupt bends do not interfere with the 
arch sliding through the brackets. Also, with less arch-wire manipulation, 
there are fewer nicks and abrasions on the arch wire to slow up its passage 
through the brackets or molar tube. Furthermore, anterior root torqueing 
procedures are easier to coordinate. 

The spring may be further adapted to speed rotations either mesially or 
distally. Its action is positive, rapid, and of long duration; consequently, 
adjustments should be less frequent. 

There will be some instances of more than adequate space in the arch as 
a result of extraction. Here, with proper pressures coordinated, it is possible 
to retract the upper and lower anterior segments simultaneously and also use 
Class II mechanics, so that everything is functioning together for the final 
positioning of all teeth. 


In moving single teeth, such as cuspids or premolar, where there is not 
much bracket friction, it is well to use the lighter-gauge spring; where maxi- 
mum-size rectangular arches are used throughout, however, the heavier spring 
will probably be indicated. The 0.009 inch spring will exert a pressure of 6 
to 12 ounces. The 0.011 inch spring will exert 16 to 20 ounces. A Bull loop, 
as usually formed, exerts a pressure of from 20 to 35 ounces. 

If, upon application of this spring, the operator does not observe rapid 
space closure, he may be assured of excessive bracket friction, nicks in the 
arch wire, bends distal to the molar tube, or various torqueing forees at play 
within the appliance. For rapid movement, arch wires should be smooth, highly 
polished, and slightly undersized in the brackets. Anodie polishing and re- 
ducing of certain sections of the arch wire will allow more rapid movement 
in those areas relative to unreduced areas. 

It is not my intent or purpose to recommend the T-spring as a panacea 
for space closure. It has been mentioned repeatedly that bracket and molar 
tube friction resulting from the various torqueing and binding forces in the 
areh wire will readily slow or even stop the desired action. However, the 
spring has proved to be a valuable aid in practical use and experimentation 
over a three-year period. 


SUMMARY 
In summary, the following may be considered : 


1. The spring is fast and easy to apply. 


2. The foree may be controlled by the amount of stretching that 
the operator causes. 


3. The application of the spring does not require the removal of 
the arch wire in any instance. 
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4. It should allow fewer arch wire changes, since continuous ideal 
arch wires may be used sooner, provided that they are smooth and 
do not bind excessively. 


5. The spring action is of long duration and does not require 
frequent adjustments, probably not oftener than four to six weeks. 


6. Of prime importance is the fact that the center of thrust of 
the spring is below or gingival to the center of the arch wire, con- 
sequently, with controlled force application it will help reduce over- 
bite conditions and maintain a flat curve of Spee. 
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REMARKS BEFORE THE BOARD OF DIRECTORS OF THE 
AMERICAN ASSOCIATION OF ORTHODONTISTS* 
NEW YORK, NEW YORK 
APRIL 27, 1958 


R. Austapt, D.D.S., LirrLe Rock, ARK. 


AM pleased that Dr. Squires asked me to appear before your Board this 

morning. I wish that I could stay throughout the entire orthodontic meet- 
ing, but I cannot do that. I have to leave this afternoon and go to Detroit to 
attend the Michigan State Dental Meeting. 

Being president of the American Dental Association or being president of 
the American Association of Orthodontists (as Dr. Squires now is) is a wonder- 
ful honor, but you also have many responsibilities. In that capacity you find 
yourself at times in positions that you do not like. You find yourself many 
times having to defend your own specialty or the specialties as a group, or 
sometimes you have to condemn the actions of some specialists. 

As a group of dentists who are practicing one of the seven specialties in 
dentistry, we need to improve public relations much more now than ever in the 
past. The reason I say that is that there are approximately 1,900 orthodontists 
among the 3,400 dental specialists in the United States. There are approxi- 
mately 100,000 dentists, which means that we have one specialist for approxi- 
mately each thirty dentists. Specialists are going to have to convinee our con- 
freres that we are first dentists and then specialists and that we are sincerely 
interested in them and their problems. 

I just want to comment that thus far most specialists have been able to 
stay out of federal and state governmental negotiations and union welfare 
plans, but I am not so sure that the orthodontists, the oral surgeons, and some 
of the others are going to be able to continue staying out much longer. You 
see, we have educated the public to consider our services as part of the total 
health picture. 

I would like to compliment the American Board of Orthodonties on having 
the finest record of any of the seven accrediting boards. As president, I re- 
quested that a study be made of the activities of all of the seven dental specialty 
boards during the past five years. In my opinion, something is wrong when any 
board fails a high percentage of its applicants; either the requirements for 


*Dr. William Alstadt, while serving as president of the American Dental Association, 
was asked to make a few informal remarks before the Board of Directors of the American 
Association of Orthodontists when it met in New York City in May, 1958. This is a steno- 
graphic report of his remarks, which we think will be of interest to the readers of the AMERI- 
CAN JOURNAL OF ORTHODONTICS, 
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taking the board examination are too low and anybody ean take it, then 
the board has to fail everybody, or else it is truly a closed shop. At any rate, 
something is wrong. The records show that pedodonties failed 48 per cent; 
periodonties, 45 per cent; oral surgery, 42 per cent; prosthodonties, 37 per cent; 
dental public health, 29 per cent; oral pathology, 19 per cent; and orthodontics, 
12 per cent. The net average is failure of 33 per cent of all of these applicants. 
I am very proud that orthodontics has the best record. 


I hope that we will seriously consider associate membership requirements 
and be sure that they are realistic and practical. We must consider many 
factors very seriously. 


The two worst problems that orthodontists have today are complacency and 
the transfer problem. I do not know how we are ever going to work out the 
transfer problem, gentlemen, but it has to be worked out. Far too many people 
are complaining, and if we ever have to negotiate with governmental agencies 
and welfare agencies, which I am afraid we are going to have to do more 
and more, the penalty to transfer patients will be severe. Those of us who are 
following this procedure realize that we are not creating good public relations. 
Particularly, we are hearing repercussions from military personnel who have 
children under orthodontic treatment. 


Dr. Squires, I appreciate your courtesy in inviting me to be present and 
allowing me to make a few impromptu remarks. As I said, sometimes you have 
to say things that you do not like to say. It would be a great pleasure if we 
could just pass out flowers on every oceasion, but you cannot always do that and 
be honest. Basically, I think that the orthodontists are doing a good job. I 
think that we do a better job than most of the specialists in our participation in 
dental organizations and in our relations with the general practitioners. We 
can improve, however, so I urge that in all our contacts, in every way, we 
seriously consider the public relations aspect of our actions. Our actions are 
going to be far reaching, much more so than I think many of us realize. 

Thanks again for your courtesy; I do appreciate this opportunity to speak 
to the Board. 


610 BoyLE 
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Orthodontic Profiles 


CLINTON C. HOWARD 


HE profile of the late Clinton C. Howard of Atlanta, Georgia, is of interest 

not. only because it recalls many things in connection with his orthodontic 
activities but also because it reflects the vigorous lifework of a restless spirit 
and a colorful person in the orthodontic panorama. Much of his work was 
devoted to trying to find out more about the complex biologic fundamentals 
of the orthodontic problem. Probably the most outstanding contribution that 
he made was his correlation of what is commonly referred to in medical litera- 
ture as the “Howard syndrome.” It is interesting, in this connection, to note 
that Dorland’s American Illustrated Dictionary (published by W. B. Saunders 
Company, Philadelphia) defines the word syndrome as a ‘‘complex of symptoms; 
a set of symptoms which occur together; the sum total signs of any morbid 
state.” It seems that little was known concerning the relationship of maloc- 
clusion to endocrinology before Howard started his work. Perhaps about 
all that was known was that “flatfeet and malocclusion may have the same 
etiology in childhood.” In so far as it is possible to ascertain, the Howard 
syndrome is the first well-defined classical physical picture that was recognized 
within the ranks of the dental profession and quickly taken up and recorded 
in the literature of scientific medicine as a syndrome of importance. 


Dr. Howard was essentially a nonconformist and did not go along with 
many of the orthodontic teachings of his day. He was one of the first to 
shake the finger of caution at his own specialty for what he called “an over- 
mechanized perspective of a biological proposition.” He contended: “In 
diagnosis more attention should be directed to the physical condition of the 
patient than to the plaster casts of the teeth and jaws.’’ Time has revealed 
that he was right. 


In checking back on Dr. Howard’s work, it is noted that Dr. J. K. 
Fancher, medical director of the Good Samaritan Clinic in Atlanta, had this 
to say in a letter to the editor: 


Dr. Howard was a member of the Staff of the Good Samaritan Clinic for endocrine 
research for eighteen years. During that time he made various notable contributions of 
a scientific nature based upon observations made at the Clinic. 

We feel that the honor being paid him in having a syndrome named for him is only 
his just desert for his noteworthy achievements. It is our hope that the trail he has 
blazed will become a broad highway because of further investigations showing the con- 
nection of hormonal action and orthodontic difficulties. 


We are proud of Dr. Howard and his work here, and congratulate him. 
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Let us go back somewhat to a series of circumstances leading up to the 
syndrome. Very early in his career, Dr. Howard became interested in the 
study of biology. He felt that in modern education this study in most schools 
was conducted within the walls of classrooms and upon dead specimens and 
inert objects. Accordingly, in appraising the traditional orthodontic picture 
through his own perspective (that is, on observing the plaster cast evidence 
of the relative position of the maxillary first molar or the orbital plane re- 
lationship to the canine eminence), he found that this was inadequate for 
the problem at hand and that it went only part of the way. He obviously 
felt that although these inert objects were good yardsticks, or something 
with which to survey from a given point, nonetheless the physical tie-in was 
missing. Notwithstanding the very fine and satisfactory strides that had been 
made in the subject heretofore, he plainly felt that there was still much to 
be desired. He worked with medical men in the Good Samaritan Clinie in 
Atlanta, Georgia, where they studied the picture of the whole individual in 
all physical phases and tried to coordinate the entire physical diagnosis of 
the whole body. Out of this experience came fifteen papers by Dr. Howard, 
most of which have been formally recorded in either medical or dental litera- 
ture. He coined the term acromegaloid growth, a term that obviously came 
about as a result of the observation that there is a classical type of person 
with an obtuse, bulky mandible—the type well known in the Angle classifica- 
tion as Class III. According to Howard, only a few of these cases are of local 
origin or are true acromegaly as described and identified years ago by the 
Frenchman, Marie. Howard reported that there is much more to the over-all 
Class III picture than the local maxillary and dental concept, and he reported 
a combination of symptoms common to these cases, of which the bulky 
mandible is only one of many. Another symptom is early puberty. Also, it 
was found by checking with thousands of x-ray pictures of the hands that 
the epiphyses unite with the parent bones at a very early age. Examination 
of hundreds of clinical records disclosed that the perverted mandibular growth 
checked side by side with still other symptoms that were too obvious to ig- 
nore. Such was the beginning of the story of the Howard syndrome that at- 
tracted wide attention in medical circles and in the medical literature. 

The story of the typical acromegalics dates back years in scientifie litera- 
ture; however, the acromegaloid growth picture in orthodontics was first 
correlated by Howard. Out of this came his observation on the subject of 
orthodontic diagnosis: “The first and most important information necessary 
for a sensible orthodontic diagnosis is the general visual survey of the child 
as an entire physical individual.” The Howard syndrome, to be more specific, 
is characterized by certain physical markings: a lower jaw that protrudes, 
a long obtuse angle formed by the ramus, and a horseshoe body that is de- 
cidedly obtuse. The following history, in short, is classical: They say that 
the patient “was born that way” (inherited hormones) and that gradually 
the deformity became more manifest. As a rule, morphology is precocious, 
even in young children. The epiphyses become a unit of their parent bones 
at an unusually early age. (The buttons and the long bones grow together 
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years before the average.) The typical person has a high I. Q. Pubie, 
axillary, and body hair incident to pubescence appear at an early chronologic 
age. Comment credited to Howard is that mechanical stimulation through 
orthodontic appliances alone has little permanent and lasting effect in these 
cases commensurate with the effort expended. He further claimed that the 
impulse of the hormone is entirely too persistent to be permanently influenced 


by the impetus of a delicate mechanical device, regardless of the type or 
design. 


CLINTON C. HOWARD 


Dr. Howard attended liberal arts college for more than three years and 
then took his degree in dentistry at the University of Southern California. 
He attended the Angle School of Orthodontia in New London, Connecticut, 
in 1911, and as a result of that experience pioneered in the practice of ortho- 
dontics as a specialty in the city of Atlanta, where he practiced continuously 
until his retirement. Throughout this period he could be regarded as an 
ardent orthodontic enthusiast, but he continuously preached the doctrine that 
orthodontics must emerge from the “slide rule” stage to the biologie light 


of day before it might ever hope to enjoy true greatness as a science of at- 
tainment. 
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He served as president of the American Association of Orthodontists and 
was the first president of the Southern Society of Orthodontists; for many 
years he was a liberal contributor to the progress of these and other dental 
societies. He freely admitted that he was an agnostic by instinct and environ- 
ment, and this may be one reason why he created another chapter of impor- 
tanee in orthodontic progress. In recognition of many contributions, his 
home district, the Fifth District Dental Society of Atlanta, Georgia, expressed 
its gratitude by bestowing upon him the first life membership ever presented 
by that society. In addition, he was presented with a gold membership card 
engraved with appropriate words of appreciation for his untiring efforts 
directed to the benefit of dentistry over a period of thiry-one years. 
Much mention has been made of the “Howard syndrome” in the medical 
literature. In facet, the name “Howard syndrome” is better known in the 


medical literature than any term that ever emerged from the background 
of orthodonties. 


Dr. Howard was born in Selma, Alabama, in 1884. He died following a 
long illness in a Miami, Florida, hospital, in July, 1955, at the age of 71 years. 


H. C. Pollock. 
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Editorials 


MISSOURI DENTAL SERVICE, INC. 


NE inspiration, no doubt, for the increasing interest of organized dentistry 

in contributing more dental service to the public is the increasing growth 
of health organizations springing up in organized labor. Another more im- 
portant reason is the growing trend toward what is known as the ‘‘closed 
panel.’ The corporation dental health care movement has been growing 
rapidly. Some corporations have arranged with dentists to handle company 
cases in the dentists’ private offices. Only a few dentists are designated, and 
this is known as the ‘‘closed panel’’ routine. 


According to Ryland M. Ayres, D.D.S., co-chairman of the Committee on 
Prepaid and Postpaid Dentistry of the Missouri State Dental Association, the 
first committee to study this situation was appointed in 1955.* The committee 
plainly wanted to be in a position to diseuss group contracts if a demand for 
such service were made at any time to the Missouri State Dental Association. 
Studies, particularly those of the West Coast plans, led the committee to the 
certainty that group dental care is now definitely established in the socio- 
economic pattern. After reaching that conclusion, the committee then pro- 
ceeded to recommend the founding of a corporation in order to carry out the 
proposed recommendations of the committee. 


Some time has now elapsed, and early in 1959 (as a result of much diligent 
work and study) the Missouri committee now comes up with a plan that has 
aroused the interest of dentists everywhere. 


The group dental health idea is moving rapidly; therefore, the AMERICAN 
JOURNAL OF ORTHODONTICS herewith tries to glean the major points of the plan 
of the Missouri Dental Service, Inc. Of further interest is the fact that the 
committee of the Missouri State Dental Association had the full cooperation 
of the Committee on Dental Health of the A. D. A. 

The Missouri committee that has set up this studied plan has created a 
program that will be watched with careful interest everywhere. The dental 
profession is now moving rapidly, trying to solve new problems thrust upon 
it with new velocity, and but few have had time to comprehend the impact. 
Groups are checking dentistry’s service in specialties to ascertain how, and if, 
it is a practical proposition to include special dental services in the prepaid 
and postpaid dental service plan now in creation in various quarters. 


*Journal of Missouri State Dental Association 38: 6-15, August-September, 1958. 
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Accordingly, an invitation was extended to all dentists in Missouri to join 
with the Missouri Dental Service, Inc. The corporation was approved by the 
Missouri State Dental Association. The highlights of the plan up to now are 
set forth in a partially quoted letter from W. E. Koch, Jr., President : 


This corporation is now chartered under the Laws of Missouri and is ready to 
. negotiate contracts for dental service with reputable organizations which have financial 
resources and a desire to obtain high quality dental services for their members. 

It is not the purpose of the Missouri Dental Service, Inc., to promote or increase the 
purchase of dental care by groups of people, but instead to safeguard the quality of dental 
care available to the public and to protect the ethical and scientific principles of the dental 
profession. The Missouri Dental Service, Inc., was designed to accomplish the following 
specific objectives: 


1. To preserve for the patient the right to select the dentist of his choice rather 
than to be forced to receive dental service at a closed panel clinic and thereby 
place himself in the hands of the dentist available at that time. 


2. To encourage every patient to go to his own dentist’s private office for dental 
service instead of to a multiple chair clinic. It is neither economical nor de- 
sirable for dentists to leave their own office with continuing overhead expense 
and spend part of their working time in a clinic. Dentistry is a highly 
personalized service and usually the dentist can work faster and better with 
his own equipment. 

3. To provide the dentist who renders the dental service the opportunity to con- 
sult with the patient on the type and extent of the service, rather than to ful- 
fill contracts prescribed by a supervisor or business manager. 


4. Inasmuch as there will be many variations in types of restorations and degrees 
of skill among dentists which affect the expenses of a dentist, the aim of the 
corporation is to negotiate contracts with organized groups on the basis of a 
table of allowances, rather than on a basis of fixed fees (whenever possible). 


5. To maintain for dentists of the future the ethical and scientific principles of 
private practice in order that those dentists who develop exceptional skill, 
operating speed and the ability to attract a larger number of patients may be 
able to obtain a better standard of living. In contrast, the salaries paid dentists 
by closed panel clinics seldom reach above a very meager standard. 


6. To keep and to promote the respect and esteem in the minds of the public to 
which ethical members of the dental profession are entitled. This objective 
cannot be achieved if most dentists are employees in clinics which are controlled 
by lay groups as might be the case if clinics are established throughout the state 
such as those now in operation throughout the country, including Missouri. 


Experience in the future undoubtly will demonstrate other advantages after the pro- 
gram of the Missouri Dental Service, Inc., comes into full operation. The plan will be as 
successful as the dentists of Missouri make it. 

It is extremely important that the corporation be controlled and managed by a Board 
of Trustees, but it is also necessary that every participating dentist have the opportunity to 
attend the annual meetings, to vote in the election of the trustees and to enter into discussions 
of the plans and policies of the corporation. 


It should be clearly understood that each participating dentist may have free choice 
in accepting patients and to withdraw from participation if he so desires. 


The corporation was established for the benefit of the dentists, the Dental Association 
and the public. It cannot be successful unless a large number of dentists participate. 
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You can play an important part in this endeavor by helping to facilitate the operation 
of the Missouri Dental Service, Inc. Please assist your official representatives by filling 
out and returning the enclosed postal card. 

Sincerely, 
W. E. Koch, dr. 
President 

This is one state’s answer to the question of how to meet the challenge of 
some of the recent health service horizons of dentistry. This is going to be a 
very interesting experiment, and it will be watched with no small amount of 
anxiety all over the United States. 

B.C. 


JAMES DAVID McCOY RETIRES 


VEN in California fifty-two years is a long time to practice orthodontics 
exclusively. Notwithstanding this, the many friends of Dr. James David 
McCoy will be interested in the news that he is now permanently retired. 

During this long period of practice, he also found time to write one of the 
most profuse and comprehensive contributions to the published record of our 
specialty. The record reveals 101 papers, fifty of which were published in the 
AMERICAN JOURNAL OF ORTHODONTICS. Other journals that published his papers 
were the Pacific-Dental Gazette, the Dental Cosmos, the American Orthodontist 
and the Journal of the American Dental Association. In addition to these, he 
has written two textbooks: Dental and Oral Radiography (three editions) and 
Applied Orthodontics (now in its seventh edition). 

As one of the first orthodontists, he helped pioneer orthodonties upon the 
Pacifie Coast. On Feb. 19, 1951, he was tendered a testimonial banquet by the 
Pacific Coast Society of Orthodontists at the Palace Hotel in San Francisco in 
recognition of his leadership and his contributions to our specialty. At the 
testimonial among other interesting things disclosed by the speakers, it was 
said that the honored guest was for more than thirty years professor of ortho- 
donties at the University of Southern California. He also served as president 
of the American Association of Orthodontists and the Pacific Coast Society of 
Orthodontists, and for seven years he was a director of the American Board of 
Orthodontics. He has been the Pacifie Coast editor of the AMERICAN JOURNAL 
OF ORTHODONTICS for many years and was honored by the University of Southern 
California in 1936 as the alumnus of the year. In 1952, at a meeting in St. 
Louis, he received the Albert H. Ketcham Memorial Award. 

The retirement of Dr. James David MeCoy turns the spotlight on one of 
orthodonties’ great and dedicated careers. He did much to nurture and guide 
a struggling new specialty of dentistry from infaney to its present state of 
vigor and stability. 

The AMERICAN JOURNAL OF ORTHODONTICS, its editors, and publishers feel 
sure that our colleagues everywhere will join in extending congratulations and 
thanks to one of the important pioneers of our specialty in America. 

It is hoped that in his retirement he will find life just as challenging as it 
was while he was in active practice. It is further hoped that Dr. MeCoy will 
never lose his absorption and dedication to the specialty he loves so well. 
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Reports 


REPORT OF EDUCATION COMMITTEE, AMERICAN 
ASSOCIATION OF ORTHODONTISTS, 1958 


HIS year the Committee has continued the plan established last year 
under Dr. Tarpley’s chairmanship. 


1. A survey was made in conjunction with the Council on Dental Edu- 
cation of the graduate and postgraduate (long-term) erthodontie training 
programs in this country. The results of that survey are attached (Tables 
I to VIII). 


2. This year a similar survey of undergraduate orthodontic programs 
was made. The results of that survey are attached to this report. 


3. It is proposed that this committee shall undertake next year to de- 
termine all the short courses in orthodontics offered to the profession. Such 
a list, giving sponsor, time, location, content, eligibility, and tuition, would 
be of use both to this Association and to the Council on Dental Education. 

4. The meeting at New Orleans last year made evident to this Committee 
the intensity of feelings which individual members of the Association hold 


TABLE I. SURVEY OF GRADUATE ORTHODONTIC PROGRAMS 
STAFF 


STAFF MEMBERS NOT 


ORTHODONTISTS ON STAFF ORTHODONTISTS 
FULL- FULL- 
TIME TIME 
FULL- | PART- | EQUIVA- FULL- | PART- | EQUIVA- 
SCHOOL TOTAL | TIME TIME LENT TOTAL | TIME TIME LENT 
Alabama 5 1 4 3 0 0 0 0 
Tllinois 6 0 6 2.6 0 0 0 0 
Loyola (Chicago) 2 0 2 1 4 2 4 3 
Northwestern 14 0 14 2 0 0 0 0 
Indiana 5 | 4 2.2 0 0 0 0 
Towa 3 2 1 2.2 0 0 0 0 
Tufts 6 0 6 3 12 Varies 
Michigan 14 3 11 4.5 2 0 2 0.6 
Minnesota 3 1 2 1.5 0 0 0 0 
St. Louis 11 0 11 4 3 1 2 1.5 
Washington (St. Louis) 8 0 8 2.5 1 0 1 0.16 
Kansas City 6 1 5 3 6 1 5 3 
Nebraska 3 0 3 t 0 0 0 0 
Eastman 5 1 4 2 0 0 0 0 
North Carolina 5 3 2 3 0 0 0 0 
Ohio 5 0 5 2 3 0 0 0 
Pennsylvania 6 0 6 N.A. N.A. 
Pittsburgh 4 1 3 2 4 N.A. N.A. N.A. 
Washington (Seattle) i) 1 8 2.1 0 0 0 0 
N.A. = Not answered. 
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TABLE V. SURVEY OF POSTGRADUATE ORTHODONTIC PROGRAMS 


STAFF 
STAFF MEMBERS NOT 
ORTHODONTISTS ON STAFF ORTHODONTISTS 
FULL- FULL- 
TIME TIME 
FULL- PART- EQUIVA- FULL- PART- EQUIVA- 
SCHOOL TOTAL | TIME TIME LENT TOTAL | TIME TIME LENT 
Alabama . 5 1 4 3 0 0 0 0 
Emory Partial reply 
Illinois 6 0 6 2.6 0 0 0 0 
Tufts 6 0 6 3 12 Varies 
Columbia 10 1 9 5 1 1 0 1 
New York 41 1 40 0 0 0 0 
Buffalo 6 0 6 1 1 1 6 2 
Ohio 5 0 5 2 0 0 0 0 
Washington (Seattle) 9 1 8 2.1 0 0 0 0 
Iowa 3 2 1 2.2 0 0 0 0 
Texas 3 
Harvard 3 3 1 3 0 2 N.A 
N.A. = Not answered. 


with regard to education for orthodontic practice. It was felt that the Edu- 
cation Committee could take a leading role in studying this problem so that 
all the facts pertaining to the training of specialists in orthodontics might 
be better understood by members of the association. 

The W. K. Kellogg Foundation Institute of the University of Michigan 
is sponsoring a Workshop in Orthodontics to be held June 15 to 21, 1958. 
Several of the study groups of that workshop pertain directly to the task 
of this Committee. An outline of the workshop is attached to this report 
(Table IX). The Education Committee has served in an advisory way to see 
that Study Group I (Educating the Undergraduate in Orthodontics) and Study 
Group II (Education for Specialization in Orthodontics) were planned to best 
serve this Association. For example, Study Group II will spend the week 
studying current graduate, long-term postgraduate, and preceptorship pro- 
grams. Members of the Association will take leading roles in these discus- 
sions. For example, Stephen Hopkins will read a paper entitled “The Goals 


TABLE VI. SURVEY OF POSTGRADUATE ORTHODONTIC PROGRAMS 


PROGRAM 
POTENTIAL PRESENT LENGTH OF 
SCHOOL ENROLLMENT ENROLLMENT PROGRAM CERTIFICATE 
Alabama 4 3 4 semesters Yes 
Emory 4 Yes 
Illinois 10 10 3 quarters Yes 
Tufts 10 10 3 semesters Yes 
Columbia 22 22 3 semesters Yes 
16 months 

New York 88 70 4 years Yes 
Buffalo 10 5 3 semesters Yes 
Ohio 15 15 6 quarters Yes 
Washington (Seattle) 10 N.A. 6 quarters Yes 

(grad. and postgrad.) 
lowa 6 3% semesters Yes 

(grad. and postgrad.) 
Texas 2 24 months Yes 
Harvard 6 3 3 years 


N.A. = Not answered. 
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TABLE IX. OUTLINE OF MICHIGAN WORKSHOP IN ORTHODONTICS 


Purpose and Plan of the Workshop 


The W. K. Kellogg Foundation Institute: Graduate and Postgraduate Dentistry pre- 
sents each year a variety of courses in continuing professional education for dentists and 
dental hygienists. These courses have included one-day-a-week, one-week, two-week, and exten- 
sion programs, sponsorship of academy and seminar meetings, workshops, full-time postgradu- 
ate programs, and full-time graduate programs in eighteen fields. 

This workshop in orthodontics will attempt to appraise critically the role of ortho- 
donties as a dental health service. The workshop technique will be used to bring leaders in 
dentistry face to face with current problems in orthodontics: education, research, prac- 
tice, ete. 

Specially prepared critical lectures will be presented in the mornings by outstand- 
ing men in this and related fields. The afternoon sessions will be devoted to small-group 
discussions, evaluation of material presented by the morning lecturers, and careful review 
of library information. It is expected that by the end of the week each study group will 


have achieved a set of conclusions which will summarize the available knowledge and 
present problems in the area assigned. 


These conclusions will be presented by the moderators of the seven study groups 
to the entire workshop on Saturday morning. 


Study Groups 
I. “Educating the Undergraduate in Orthodontics” (Harold Noyes, Moderator) 
General Considerations : 


1. Should orthodontics be taught on the undergraduate level? 

2. Responsibility of general dentist for developmental problems. 

3. Relationship and responsibility of orthodontist in general dental considera- 
tions. 


4. Allocation of time and position of orthodontic training in general under- 
graduate program. 


Specific Considerations: 


. Aim and objectives of orthodontic instruction. 
. Subject matter in general. 

. Outline of course. 

. Lecture outlines. 

. Laboratory requirements. 

. Clinie requirements. 

. Supplementary study group and seminar needs. 
. Correlation and timing of instruction. 

. Assessment of accomplishment. 


II. “Educating the Specialist in Orthodontics” (Faustin Weber, moderator) 


This study group has as its primary function three areas: (1) graduate and 
long-term postgraduate courses, (2) preceptorships, and (3) short courses. In each 
instance study should be made of the content, purpose, instructions, sponsoring in- 
stitution, ete. Study should be given, too, to the availability, number, and need 
of such courses as well as the number of aspirants. The study group may be forced 
to discuss such matters as geographic distribution of training facilities, ways of 


evaluating and certifying courses, cost, and possible methods of increasing the num- 
ber of opportunities for training. 


whore 


III. “The General Practitioner and Orthodontics” (Kenneth Easlick, moderator) 


The aim of the study group on orthodontic education of the dental practitioner 
is to determine the means of communication between the orthodontist and the prac- 
ticing dentist. The areas which would seem necessary to investigate are (1) litera- 
ture, (2) dental society meetings, (3) television or telephone programs, (4) short 
courses, either university or individual, and (5) study clubs. 


IV. “Research” (Wendell Wylie, moderator) 


The reesarch-evaluating study group has as its aim the collation of current 
research and future trends in orthodontic records. It would appear that some of the 
problems which need investigation are (1) a classification of facial morphology, (2) 
the prediction of growth patterns, (3) orthodontic materials, (4) histologic studies 
of tooth movement, (5) research into clinical procedures, (6) the physiology of the 
oral cavity, and (7) the inheritance of malocclusion. This study group may diseuss 


also the training of personnel for research and methods of financing orthodontic 
research. 


(Continued on next page.) 
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V. “Meeting the Demand for Orthodontic Services” (J. A, Salzmann, moderator) 


The demand for orthodontic services is becoming greater than the profession’s 
ability to meet the public’s wishes. Study Group V should study such problems as 
(1) the epidemiology of malocclusion, (2) use of auxiliary personnel to increase 
number of patients, (3) value of interception and early treatment necessary, (4) 
methods of stimulating other dentists to carry out their prophylactic orthodontic 
responsibilities, (5) time analyses of various methods of treatment, (6) the all- 
or-none attitude toward treatment, (7) social and public health orthodontics, (8) 
the geographic distribution of orthodontists, and (9) the demand for orthodontic 
services versus the epidemiology of malocclusion. 


VI. “Relationship of Orthodonties to Other Health Services” (Maynard Hine, moderator) 


Because there is a flow of patients and responsibilities among all fields of health 
service, this study group should examine in detail the role of orthodontics in such 
problems as (1) cleft palate rehabilitation, (2) orthodontic-pedodontic relations, (3) 
orthodontic-oral surgery relations, (4) orthodontic-medical relations, (5) orthodontic- 
periodontic relations, (6) orthodontic-general practitioner relations, and (7) the ortho- 
dontist as a member of an institutional staff. 


VII. “Practice Management” (C. Edward Martinek, moderator) 
__ The objective of the study group is to consider practice management that 
will be beneficial to the orthodontist, his profession, his patients, and the public. 


This group will endeavor to delineate some of the basic problems relative to de- 
veloping a new practice in orthodontics and to proper management of an existing 


one. 

Consultants and Readers of Formal Papers 
Edward Cheney Stephen Hopkins Jack Pelton 
Alton Moore : P. G. Anderson L. B. Higley 
Shailer Peterson Joe Peak Sam Pruzansky 
Frank Bowyer Ernest Hixon Ralph Campbell 
Lowrie Porter Frank Popovich Mel Cohen 
Tom Graber Robert Grainger 


COUNCIL ON DENTAL EpucaTion, AMERICAN DENTAL ASSOCIATION 
SURVEY OF UNDERGRADUATE ORTHODONTICS 


Summary of Responses 
1. Aims of Undergraduate Orthodontic Instruction 
Is the undergraduate instruction in orthodontics 


a. --.. under the administration and supervision of a Department of Orthodontics of 
the dental school? 


b. -... provided as a part of the instruction offered by one or more other departments 
of the dental school? 


37 schools checked a 
3 schools checked b 
3 schools checked both 


43 total replies 


Irrespective of how the undergraduate instruction in orthodontics is supervised, check 
any of the following which are regarded as basic objectives for undergraduate orthodontic 
instruction in your school: 


The numbers of schools which checked 
each item are indicated to the left. 
43 a. Learn the fundamentals of craniofacial growth. 
43 b. Learn the fundamentals of the development of occlusion. 
32 ce. Learn the preparation of casts and the construction of some orthodontic appliances. 
41 d. Learn discrimination in the selection of malocclusions for interceptive (guiding or 
preventive) treatment. 
42 e. Learn about interceptive technics. 


t 
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30 f. Gain clinical experience in interceptive orthodonties. 


27 g. Learn about corrective (as differentiated from interceptive, guiding or preventive) 


orthodonties. 


15 h. Gain some clinical experience in corrective orthodontics. 


17 i. Other. 


2. Lectures 


a. Number of hours of lectures 


Freshman 
Sophomore 
Junior 
Senior 
Total 


b. What are the principal subjects discussed in each year? 


(Comment by Committee Chairman: A wide variety of subjects are discussed under 
the guise of undergraduate orthodontics. 


Number of schools 
having lectures 


20 
34 
31 
42 


The teachers, in answering this question, 


305 


Average No. 


of hours 
11 
22 
27 
21 
49 


provide many pages of comments about each school’s individual program. ) 


3. Laboratory 


a. Number of hours of orthodontie labo- 
ratory instruction for each student 
Freshman 
Sophomore 
Junior 
Senior 
Total 


b. What technics are taught? 


(Comment by Committee Chairman: Most schools confine their technics to appliances 


used in interceptive orthodontics. ) 


Number of schools 
having laboratory 
4 
15 
18 
2 
31 


c. Which of the preceding technics are students required to do? 


(Comment by Committee Chairman: Almost all schools require the students to construct 


the appliances which have been taught. ) 
4. Clinic 


a. Total number of hours of orthodontic 
clinical experience for each student 


Freshman 
Sophomore 
Junior 
Senior 
Total 


b. Number of hours of clinical orthodontic 
demonstrations for each student 
Freshman 
Sophomore 
Junior 
Senior 
Total 


ce. Number of hours spent by each student 
managing his own orthodontic patients 


Freshman 
Sophomore 
Junior 
Senior 
Total 


d. Average number of patients per student 


For study and observation 
For treatment 


Number of schools 
having clinical 
experience 

1 

3 
11 
19 
19 


Number of schools 
having demonstrations 


Number of schools 
having student 
manage own patients 


0 
5 
10 
10 


Number of schools 
reporting 
20 


12 


Average No. 


of hours 
21 
36 
49 
19 
50 


Average No. 


of hours 
3 
7 
28 
31 
48 


Average No. 


of hours 
1 
3 
12 
15 
21 


Average No. 


of hours 
0 
0 
34 
33 
50 


Average No. 


of patients 
10 
9 


6 
«| 
| 
} 
1 
5 
14 
18 
21 
¢ 
} 0 
| 
if 
4 


REPORTS Am. J. Orthodontics 
306 mJ. 
5. Evaluation of the Undergraduate Orthodontic Program 
a. How well do you think your school is meeting the aims and objectives listed in (1) 
above? 
Satisfactory in some areas only _.-_----. 
25 schools checked very well 
15 schools, satisfactory in some areas only 


0 schools checked poorly 
3 did not answer 


43 total replies 
b. What are the chief obstacles to meeting your own aims and objectives in undergraduate 
orthodontics? 


(Comment by Committee Chairman: The greatest obstacle to achieving the aims de- 
sired by the orthodontic staff is that of insufficient time in the undergraduate program. 
Other items mentioned frequently were clinical facilities, money, and the need for full- 
time teachers of orthodontics. ) 

ce. Are any orthodontic matters taught in other departments? If so, what and where? 
(Comment by Committee Chairman: In many schools space maintenance is taught in 
the Pedodontic Department. In several others some tooth movement procedures are 
taught by the Periodontic and Crown and Bridge Departments. ) 

d. Do you use a textbook or printed notes other ...... 


29 schools indicated that they use a textbook 
23 schools indicated printed or mimeographed notes 
6 schools indicated other devices including 
visual aids and journal articles 
e. Other remarks and comments that you feel are pertinent. 


of Preceptorship in Orthodonties,” and T. M. Graber will read a paper en- 
titled “The Goals of Graduate Education in Orthodontics.” This study group 
will attempt to outline an ideal graduate program and a model preceptorship 
program. Invitations have been extended to all the schools and to the ad- 
missions committee members of each component society, since they are most 
interested in this matter. The Education Committee feels that careful study 
of all aspects of the problem by members of the Association is likely to be 
more fruitful than further such unfortunate experiences as last year. 


5. The Education Committee has selected the leaders for Study Groups I 
and II to ensure that the several viewpoints are well represented. We pro- 
pose to pay the expenses of the leaders of these two study groups from our 
budget and ask that sufficient funds be set aside next year for that purpose. 
We have purposely not spent money this year in order that a like amount 
might be available next year. 

6. Several dental schools are starting graduate training programs in 
orthodontics. We propose to place the Education Committee at the service 
of any school who might desire liaison with the Association. After the re- 
sults of the workshop are published, it is hoped that even more schools will 
undertake to begin graduate training programs. 


Respectfully submitted, 
Boyp TARPLEY 
Ep. Forrest 
Rosert E. Moyers, Chairman. 
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REPORT OF INTERRELATIONS COMMITTEE, AMERICAN 
ASSOCIATION OF ORTHODONTISTS, 1957-1958 


OUR applications for affiliated membership were received and considered 
by the Interrelations Committee this past year. 

The applications of Drs. J. Osear Leiva of Guatemala and Arturo H. 
Koenig of Peru have been approved by the Committee. Their favorable con- 
sideration by the Board of Directors and election by the Association is reeom- 
mended. 

The application of Dr. Paul H. Demoge of France was favorably passed on 
by the Committee. At the time of application, however, Dr. Demoge was not a 
member of the orthodontic society in France; hence, his application has been 
held up. He has been advised by our secretary, Dr. Shepard, that it will be 
considered again as soon as he becomes a member of the Société d’Orthopedie 
Dento-Faciale. 

The application of Dr. Rafael H. Hernandez of the Dominican Republic has 
been held up as there is no orthodontic society in his country and he has not 
attended an annual session of our Association. As soon as he meets the by-laws 
requirement in this regard, his application can be considered by the Committee. 

The Committee held a meeting during the last annual session of the Amer- 
ican Association of Orthodontists in New Orleans. After some discussion, it was 
felt that the A.A.O. should make certain that there is a strong contribution from 
our membership to the program of the Fédération Dentaire Internationale meet- 
ing in 1959 and that the A.A.O. should make necessary arrangements and 
participate in the organization of the program. 

The chairman wishes to thank Drs. Stephen C. Hopkins and Robert H. W. 
Strang, members of the Committee, for their kind and helpful cooperation. 


Respectfully submitted, 


GERALD FRANKLIN, Chairman 
Interrelations Committee. 


ANNUAL REPORT OF MILITARY AFFAIRS COMMITTEE, AMERICAN 
ASSOCIATION OF ORTHODONTISTS, 1958 


HE Military “Affairs Committee of the American Association of Ortho- 

dontists is pleased to present a most encouraging report relative to the 
liability of the Association’s membership to military service. At this time the 
chances are extremely remote that any member will be required to leave his 
practice to serve in the Armed Forces. 

Under the old “doctor-draft” law, which has been maintained in effect for 
some few years, dentists and physicians up to the age of 46 were subject to the 
draft. Shortly before the scheduled expiration of this law on June 30, 1957, a 
new dentist-physician draft bill was passed by Congress and sent to the White 
House, where it was signed into law. The new provisions permit the induction 
of only those physicians and dentists who would be subject to service under the 
regular draft law. 
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This means, to all practical purposes, that the dental graduate still becomes 
liable for service immediately upon emergence from dental school, provided that 
he has not served prior to his professional training. As previously reported by 
this Committee, the Selective Service officials have, for the past two years, esti- 
mated the annual number of dental graduates to be adequate to meet all current 
requirements of the Armed Forces. In view of the recent and radical reduction 
in personnel numbers in all the services, coupled with the elimination of dental 
care for military dependents, the new dental graduate group has proved more 
than ample for the replacement of dental officers being discharged. In actuality, 
the supply was so much greater than the reduced demand that during the past 
year no dentists in the upper age groups were called to duty, even though they 
were still liable for service under the law. Hence, it was only logical that this 
law, which had always been a controversial one, should be altered to conform to 
the existing situation. 

In so far as the members of this Association are concerned, our present 
eligibility requirements are such that by the time any orthodontist could enter 
the Association he either would have already served his time in the Armed 
Forees or would be beyond the age limit provided by the draft law. The 
Military Affairs Committee, therefore, avers that, barring hostilities or a similar 
national emergency, the membership of the Association should have no need for 
apprehension over the possibility of being drawn into military service at any 
time in the foreseeable future. 

Respectfully submitted, 
H. K. Terry 
WILLIAM A, FLESHER 
Pau V. 
A. Stmus 
D. Ropert SwInenart, Chairman. 


ANNUAL REPORT OF NECROLOGY COMMITTEE, AMERICAN 
ASSOCIATION OF ORTHODONTISTS 


HE following is the report of the 1958 Necrology Committee as of March 10, 
1958. 

During the early months following the 1957 session, secretaries of the con- 
stituent societies were asked by members of our committee to notify them or 
the chairman of the passing of any of our members. Obituaries or resolutions, 
and especially the exact dates of birth and death, were requested. 

In addition, Editor Pollock very kindly inserted a similar notice in our 
JOURNAL, 

Incomplete data regarding birth and death necessitated extra corre- 
spondence in order to obtain the information for this report. To date, the 
following names have been received and the dates of demise noted: 


Harry Elias Abelson_----- E. Santley Butler._Jan. 20, 1958 
March 11, 1957 William R. Dinham__July 6, 1957 
Berneice L. Barkelew Ward John T. Flemming__Nov. 27, 1957 


-Nov. 15, 1957 Abraham Hoffman__Feb. 23, 1958 
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Eugene J. Kelly___Aug. 10, 1957 
Stephen G. Lee, Jr...May 8, 1957 
Clayton M. MceCauley_May 7, 1957 
Walter C, Miner___Aug. 27, 1957 


REPORTS 


Thomas D. Speidel_Nov. 30, 1957 
J. Mark Trach___-- Apr. 20, 1957 
Orville Van Deusen_Aug. 17, 1957 
Ralph Waldron__-_July 24, 1957 


Paul A. Simon_-_-_--- Oct. 19,1957 Eugene Wuerpel___Feb. 24, 1958 


So far we have been unable to obtain even the complete date of birth or 
death of some of our deceased members, let alone obituaries, but we hope to 
have complete information by the time our full report is presented to the 
membership. 

It was the concensus of the Board of Directors at the 1957 session that the 
booklet regarding the estate of the orthodontist should be reprinted, with addi- 
tions as discussed by the Board. 

With these and other suggestions by Committee members, the revised copy 
was sent Feb. 25, 1958, to Secretary Earl E. Shepard, who planned to have it 
printed and mailed to members, together with the 1958 program. 


Respectfully submitted, 


NECROLOGY COMMITTEE 
WiLuiAM S. SMITH 
WILBuR J. PREZZANO 
Ernie Bacu, Chairman 


REPORT OF NOMENCLATURE COMMITTEE, AMERICAN 
ASSOCIATION OF ORTHODONTISTS, 1958 


N KEEPING with the policy established several years ago, our Nomenclature 
Committee has been working in conjunction with the Bureau of Library and 
Indexing Service of the American Dental Association, in the hope that the 
matter of terms and nomenclature might be integrated with that of dentistry 
as a whole. One member of our Committee, Dr. B. F. Dewel, who is located in 
Evanston, has held himself in readiness to attend any meeting of the Bureau of 
Library and Indexing Service, but during the past year no such meeting has 
been held. 

He shall continue to be available for any conference which the Bureau shall 
designate. In the meantime, we feel that better nomenclature has been en- 
couraged through the skillful editorship of the Journal of the American Dental 
Association and also of the AMERICAN JOURNAL OF ORTHODONTICS, where the 
terms applying to dentistry as a whole and also to orthodontics have been care- 
fully used. 

Unless the Board of Directors should order otherwise, the policy of the 
Nomenclature Committee that has been carried out for the past several years 
will be continued. 


Fraternally yours, 


The Nomenclature Committee, 
B. F. DEWEL 

C. F. Stenson 

JAMES D. McCoy, Chairman. 
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Department of Orthodontic Abstracts and Reviews 


Edited by 
Dr. J. A. SALZMANN, NEw YorK City 


All communications concerning further information about abstracted material and the accept- 
ance of articles or books for consideration in this department should be addressed to Dr. J. A 
Salzmann, 654 Madison Avenue, New York City. 


A Profile-Roentgenologic Study of a Series of Medieval Skulls From Northern 
Sweden: By Lennart Lysell and Rune Filipsson. Odontol. Tidskr. 66: 
161-174, 1958. 


With the help of profile roentgenograms, a study was made of the jaw and 
facial skeleton of sixty-five medieval crania from northern Swedish material. 

The investigation does not support the view that in attrition the lower 
jaw is shifted into a more anterior position, with a resulting decrease in overjet. 
It is not possible to establish any significant forward displacement of the lower 
apical base-point (B) or of the mental prominence (Pg), that is, an increase 
in angles S—N—B and S—N— Pg, respectively. On the other hand, it 
is regarded as probable that the decrease in overjet that can be observed in 
a comparison between old and young persons in cranial material is due to 
inward and backward displacement of the crowns of the upper incisors (a de- 
crease in the angle between the upper incisor and S —N). 

It is pointed out that attrition could be expected to produce a reduction 
in facial height (N— Gn). A possible explanation of the fact that this does 
not seem to be the ease is that, under the influence of severe attrition, the teeth 
‘‘eontinue to erupt,’’ that is, bone apposition takes place at the alveolar 
fundus, at an even rate to that of attrition. An additional factor contributes 
to the failure of the decrease in the height of the dental crowns is reflected in 
a reduction in facial height, namely, the former can decrease without an equally 
large change in the height of the bite. As far as the incisors are concerned, this is 
possible through a decrease in overbite. In the molar region, in which the 
cusps of a tooth in one jaw bite into the fossae of the corresponding tooth 
in the other jaw, the effect can be less than the total decrease in height of the 
upper and lower teeth. It is also possible that random differences in the com- 
position of the groups is responsible for the coincidence between them with 
respect to facial height. 


Changes in Adult Face Height Due to Ageing, Wear and Loss of Teeth and 
Prosthetic Treatment. A Roentgen Cephalometric Study Mainly on 
Finnish Women: By Antje Tallgren. Acta odont. scandinav., vol. 15, 
Supp. 24, 1957. 


There is a continuous increase of both the morphologie face height and the 
rest face height during the adult period, the interocclusal clearance remaining, 
on the average, constant during this synchronous development. 

The abrasion of the dentition appeared to cause a marked reduction of 
the morphologic face height and a smaller reduction of the rest face height, 
resulting in an increase of the interocclusal clearance. 
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The most important conclusion arising from this study is that the face 
height seems to adapt itself to changes in the morphologic face height. This 
prompts the question of the significance of the interocelusal clearance—it 
appears to be a space between the jaws conditioned by the functional re- 
quirements of the masticatory apparatus. 


Statistics—Lighthouse or Lorelei? By Raymond C. Thurow. Angle Ortho- 
dontist 28: 61-78, April, 1958. 


The statistical result is nothing more than an innocent little figure which 
tells in all honesty what happens when the originally selected sample is measured 
in the manner in which the data were collected and subjected to the mathe- 
matical procedures used. If it is read and evaluated in this light, with all 
the assumptions made along the way thrown in, it will present a true picture. 


This paper is an attempt to point out some of the hazards with which we 
must contend in applying statistics to orthodontics. To illustrate typical 
situations, several examples of statistical fallacies have been selected from the 
literature for discussion. 
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News and Notes 


Fifty-fifth Annual Session of the American Association of Orthodontists, 
May 3-7, 1959, Detroit, Michigan 


The Statler-Hilton Hotel was reserved for the Detroit session within a few days after 
the selection of Detroit at the Boston session in 1956. At that time we felt that we were 
fortunate to have fifty more guest rooms than we had in Boston. 

Even that number of rooms, regarded so triumphantly by us, appeared to be in- 
adequate when we observed the huge attendance at Dr. Broussard’s meeting in New Orleans 
in 1957. A frantic telephone call to Detroit gained us another 100 rooms in the Tuller 
Hotel, just across the street from the Statler-Hilton. We did not mind this division with 
another hotel, because of the latter’s dignity, luxury, and convenience. It appeared as if 
we were all set for Detroit in 1959. 

Then at Dr. Squires’s session in New York in 1958, a further frustration was experi- 
enced as we noted that, according to that session’s attendance, we were still short of 
rooms for Detroit if we had an equal attendance. So, from New York we telephoned for 
and gained an additional 175 rooms in the Tuller Hotel, giving us a total of 875 rooms 
which would accommodate more than 1,700 persons. 

We continued to feel secure, since the two hotels were about a one-minute walk 
from each other. What a terrific shock it was to us when the news came over the radio 
and television that the Tuller Hotel was on fire! This within a few months of our session! 

While mainly the lobby of the hotel was affected, the guest rooms were all right and 
were reoccupied within twenty-four hours. It appeared to us that we could still retain the 
hotel, provided that the effects of the fire were repaired. However, in the back of our 
minds was the fear that many of our guests would be “gun shy” of a hotel in which there 
had been a recent fire. 

Around the middle of February we noted that no progress had been made in repairing 
the damage to the Tuller Hotel, so we transferred our overflow to the Detroit-Leland Hotel, 
which is three short blocks from the Statler-Hilton and will meet the requirements of our 
members admirably. 

The Detroit-Leland has been most gracious and understanding of our problems and 
has set aside 250 rooms for us. Only a very few large hotels in downtown Detroit would 
come up to our standards, and we feel that we were most fortunate in finding the 
Detroit-Leland in between conventions and willing to reserve a large block of rooms for 
us on such extremely short notice. 

All that has been said to this point is in an effort to solicit your tolerance of the 
unusual circumstances contributing to this division of hotel accommodations. Approxi- 
mately 500 of our guests will be at the Detroit-Leland Hotel. If you ask me, that is a 
group large enough to foster sufficient mischief! 

C. Edward Martinek, President. 


Summary of Schedule 


Sunday, May 3 


10 A.M.-7:30 P.M. Registration, Grand Ballroom Foyer. 
10 A.M.-5 P.M. Board of Directors Meeting, Ivory Room. 
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12:15 P.M. 

2 P.M. 

2 P.M.-9 P.M. 

5:30 P.M.-7:30 P.M. 


Monday, May 4 


8 A.M.-5 P.M. 

8 A.M. 

8 A.M. 

8:30 A.M.-10:30 A.M. 
8:30 A.M.-5:30 P.M. 
9 A.M.-9 P.M. 

9 A.M. 

10 A.M. 

11 A.M. 

12:15 P.M. 

12:30 P.M, 

2:30 P.M. 

3:15 P.M. 

4:15 P.M. 


Tuesday, May 5 


8 A.M.-5 P.M. 

8 A.M. 

8 A.M. 

8:30 A.M.-5:30 P.M. 
8:30 a.M.-10:30 A.M. 
9 A.M.-9 P.M. 

9 A.M. 

10 A.M. 

11 A.M. 

12:45 P.M, 

2 P.M. 

2 P.M.-5 P.M. 


Wednesday, May 6 


8 A.M.-5 P.M. 

8 A.M. 

8 A.M. 

8:30 a.M.-5:30 P.M. 
9 A.M.-5 P.M. 

9 A.M.-12 M. 

12:15 P.M. 


12:15 P.M. 
2 P.M.-5 P.M. 
6:30 P.M.-7:30 P.M. 


7:30 P.M, 


Thursday, May 7 


8 A.M. 
8:30 A.M.-1 P.M. 


NEWS AND NOTES 


Board of Directors Luncheon, Parlor E, 
Research and Kellogg Foundation, Parlor F. 
A.B.O. Exhibit of Case Reports, Bagley Room. 
Champagne Reunion, Grand Ballroom. 


Registration, Grand Ballroom Foyer. 
Publications Committee Breakfast, Parlor E. 
Breakfast, Southern Society, Parlor C. 

Ladies Continental Breakfast, Michigan Room. 
Commercial Exhibits, Wayne Room. 

A.B.O. Case Reports Exhibit, Bagley Room. 
Official Opening of Session, Grand Ballroom. 
Paper by Wendell L. Wylie, Grand Ballroom. 
A.B.O, Thesis by Robert E. Moyers, Grand Ballroom. 
Golden Anniversary Luncheon, Grand Ballroom. 
Ladies’ Luncheon, Sheraton-Cadillae Hotel. 
Ketcham Award Presentation, Grand Ballroom. 
Paper by Alton W. Moore, Grand Ballroom. 
Milo Hellman Research Award, Grand Ballroom. 


Registration, Grand Ballroom Foyer. 
Board of Directors Breakfast, Parlor E. 


A.A.O. Admissions Committee Breakfast, Parlor C. 


Commercial Exhibits, Wayne Room. 

Ladies Continental Breakfast, Michigan Room. 
A.B.O. Case Reports Exhibit, Bagley Room. 
Paper by Joseph R. Jarabak, Grand Ballroom. 
Paper by William L. Wilson, Grand Ballroom. 
First Business Meeting, Grand Ballroom. 
Mixed Luncheon, Grand Ballroom. 

Tours 

Research Section, Michigan Room. 


Registration, Grand Ballroom Foyer. 

Breakfast for Constituent Secretaries, Parlor E. 

Breakfast, 1960 Executive Committee, Parlor C. 

Commercial Exhibits, Wayne Room. 

A.B.O. Case Reports Exhibit, Bagley Room. 

Table Clinics, Grand Ballroom, Michigan Room, 
and Ivory Room. 

Past Presidents’ Luncheon, Parlor C. 

Luncheon, Canadian Orthodontic Section, Parlor F, 

Limited Attendance Clinics, 13th and 14th Floors. 


President’s Reception and Cocktails, Oak Foyer, Michigan Room, 


and English Room. 
Banquet and Dance, Grand Ballroom and Ivory Room. 


Breakfast, 1960 Organizational Meeting, Parlor F. 
Commercial Exhibits, Wayne Room. 
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Paper by T. M. Graber, Grand Ballroom. 
10 A.M. Paper by Harold Hillenbrand, Grand Ballroom. 
11 A.M. Final Business Meeting, Grand Ballroom. 

Adjournment. 


Commuttees 
Golden Anniversary Luncheon 


Charles R. Baker, Chairman 
636 Church St. 
Evanston, Illinois 
Oliver W. White 
William E. Flesher 


Program 


Scott T. Holmes, Chairman Carl R. Anderson, Co-Chairman 
1205 Peck St. Loraine Bldg. 
Muskegon, Michigan Grand Rapids, Michigan 


Vernon Fisk 

M. Duke Edwards 
Paul Monitz 

Donald MacEwan 
Edward Cheney 

T. M. Graber 

Paul V. Reid 

J. William Adams (ex officio, Research ) 


Limited Attendance and Table Clinics 
Edward A. Cheney, Chairman 


Rodney Mathews W. M. Jacobsen 
Dallas MeCauley Jerome 8. Cullen 
a” William L. Casey M. J. Maxian 
3 H. Carlyle Pollock, Jr. Waldo Urban 


Charles H. Smith 


Local Arrangements Committee 


Oliver W. White, Honorary Chairman 


Robert E. Coleman, Chairman Tra A. Lehman, Co-Chairman 
Frank 8. Cartwright, Treasurer 
Barnett Malbin Marvin Davis 
James H. Teetzel George 8. Harris 
J. Hilliard Hicks C. Roy Brooks 


Commercial Exhibits 


Barnett Malbin, Chairman 
Milton Superstine Bruce D, Foster Robert L. Vedder 


Properties 


Marvin Davis, Chairman 


Donald B. Shumaker James D. Happle 
Donald D, Bergeron Lewis Gach 

Milton M. Lappin Samuel Glossman 
Bruce D. Foster Bernard W. Lyon 


Leon Diskin 
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Registration 


James Teetzel, Chairman 
Earl E. Shepard, Co-Chairman 


David L. Hall Joseph O. Grant 
Ira A. Lehman Donald D. Bergeron 
Lewis Gach Bernard W. Lyon 


Leon A. Montague 


Banquet and Entertainment 


George 8. Harris, Chairman 
William J. Clauss Douglas J. Jamieson 
Robert E. Ross C. Roy Brooks 
William A. Heisel, Jr. Floyd Arnold 


Press 


George 8. Harris, Chairman 


J. A. Salzmann H. C. Pollock, Sr. 

Frederick R. Aldrich William R. Alstadt 

Chas. H. Tweed Herbert K. Cooper 

Allan G. Brodie, Sr. Robert H. W. Strang 

Harold Noyes George M. Anderson 


T. M. Graber G. Vernon Fisk 


Tours 


(You will be able to arrange for these when you arrive) 
Joseph F. Maher, Chairman 

Robert K. Devine Daniel H. Gilbert ) 

William H. Krieg A. J. Rondon 


Ladies’ Entertainment 


C. Roy Brooks, Chairman 
Mrs. C. Roy Brooks, Co-Chairman 


Executive Committee 


Mrs. C. Edward Martinek i 
Mrs. Robert E. Coleman i 
Mrs. George S. Harris 
Mrs. J. Hilliard Hicks 


Mrs. Robert G. Aldrich Mrs. Joseph O. Grant 

Mrs. Carl R. Anderson Mrs. John A. Henkel 

Mrs. George M. Anderson Mrs. L. B. Higley - 
Mrs. Ernest N. Bach Mrs. Scott T. Holmes | 
Mrs. Richard C. Beatty Mrs. Stephen C. Hopkins, Sr. i] 
Mrs. Donald Bergeron Mrs. Wm. R. Humphrey f] 
Mrs. Frank P. Bowyer Mrs. Douglas J. Jamieson i] 
Mrs. Frank 8. Cartwright Mrs. Milton Lappin i 
Mrs. Edward A. Cheney Mrs. Bernard W. Lyon a. 
Mrs. Wm. J. Clauss Mrs. Joseph F. Maher 
Mrs. Arthur H. Craven Mrs. Barnett M. Malbin a 
Mrs, Marvin Davis Mrs. D. C. Miller | 
Mrs. B. F. Dewel Mrs. Leon A. Montague a 
Mrs. Bruce D. Foster Mrs. Robert E. Moyers i] 
Mrs. Lewis Gach Mrs. Mareus D. Murphey | 


Mrs. Samuel Glossman Mrs. Harvey H. Payne i 
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Mrs. Paul V. Ponitz Mrs. Earl E. Shepard 
Mrs. Wilbur J. Prezzano Mrs. Donald B. Shumaker 
Mrs. Richard M. Railsback Mrs. John R. Thompson 
Mrs. Paul V. Reid Mrs. O. W. White 

Mrs. J. A. Salzmann Mrs. Howard L. Wilson 


Mrs. Wendell L, Wylie 


Hospitality and Information 
J. Hilliard Hicks, Chairman 


Robert E. Moyers Robert D. Aldrich 
Gerald V. Barrow David W. James 
Robert J. Ponitz Fred L. Tucker 

Allen A. Collins Leonard Sidlow 
Pauline L. Spring Stanley MacKenzie 
Charles K. Sawyer Woodrow C. Anderson 
John A. Henkel W. Patterson Kinder 
Harry L. Hosmer Hunter I. Miller 


John Eagan Breyton D. Jones 


Great Lakes Society of Orthodontists 


The thirtieth annual meeting of the Great Lakes Society of Orthodontists will be held 
at the Carter Hotel, Cleveland, Ohio, Nov. 29 and 30, and Dec. 1 and 2, 1959. 


Pacific Coast Society of Orthodontists* 


EDITORIAL 


The report of the Membership Committee, entitled “Your Membership Committee,” 
written by the Chairman, Dr. George W. Hahn, tells a long story in a few words. 

The Committee has a hard task, for it must carefully examine the requests of the 
members that wish to qualify as senior associates of preceptors. This must be done im- 
partially and with the one thought in mind to be certain the trainee or junior associate, 
at the end of the training period, will have the knowledge and the skill to practice ortho- 
donties on his own and will qualify to become a member of the Pacific Coast Society of 
Orthodontists. It is a difficult task, for the background of both the senior and junior asso- 
ciates must be carefully scrutinized to be certain that each can carry out his part of the 
relationship. We must be certain that the senior associate has kept abreast of modern 
orthodontic thinking and procedure. 

We are not all teachers; many men are fine orthodontists and are sincere in every- 
thing they do but lack experience in the teaching field. These men are our friends and 
colleagues, and it becomes a serious problem when the members of the Committee have to 
turn down their requests, 

The task is not an easy one for the senior associate either; the personal experiences 
of several of our members that have been granted the request to train a junior associate 
are interesting. One stated that he had to cut his practice about 25 per cent to spend the 
time that is necessary to teach the trainee. Another discovered that he is now filling the 
shoes of about eight teachers that make up the faculty for a course of 1,500 hours. The 
immediate problem is that he has to read the texts and other literature that make up the 
study list and that alone, with a large practice, is hard work. 

The loyalty and sincere cooperation of the members of the Pacific Coast Society of 
Orthodontists are appreciated by the Membership Committee, and the Committee will con- 
tinue in its endeavors to train competent orthodontists. 


William 8. Smith. 


1959 *Excerpts from the Bulletin of the Pacific Coast Society of Orthodontists, February, 
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YOUR MEMBERSHIP COMMITTEE 


The following report is taken in large measure from the minutes of the meeting of the 
Membership Committee, held in San Francisco, Saturday, Jan. 17, 1959. 

Because of the difficulties encountered in attempting to process applications for senior 
and junior associates by mail, the following plan has been adopted by the Committee. Ap- 
plications for senior and junior associates will be processed at a meeting of the Committee 
twice a year. These meetings will approximate February 15 and September 30. Applications 
may be filed with the chairman at any time, but the deadline for those to be acted upon 
at the February meeting will be January 1 and for the September meeting, August 15. 

The Committee wishes to point out that the forming of an association of preceptor and 
student is one that should not be entered into lightly. The senior associate assumes a serious 
obligation when he contracts to train a young man over a period of three years and pre- 
pare him for membership in the American Association of Orthodontists. In considering an 
application for senior associate your Committee judges the applicant on his proficiency 
and competence as a teacher and counselor rather than on his ability as a clinical ortho- 
dontist. In no event should the association be established until the applications of both 
senior and junior associate have been processed by the Committee and notice of the 
result received by the applicants. 

Junior associates should be advised that completion of three years’ association does 
not guarantee membership in the Society. Like 1,500 hours of orthodontic training in a 
university or college, it merely makes a man eligible. Election to membership is the 
prerogative of the Board of Directors of the Pacific Coast Society of Orthodontists. 

Junior associates will be required to present themselves for examination at the end 
of the first, second, and third years. Examinations will be conducted twice yearly, about 
the middle of February and the end of September. The subjects for each examination are 
presently being prepared and will be sent to those who have been accepted as senior and 
junior associates in the near future. A thesis comparable to that expected from a 
candidate for a Master of Arts degree will be required previous to the final examination. 

Of the thirteen applications reviewed to date, seven were accepted, two were re- 
jected, and four were withdrawn. 


Respectfully submitted, 


Harvey M. Spears 
M. R. Chipman 
Herbert V. Muchnic 
Emery J. Fraser 
William 8S. Smith 
George W. Hahn, Chairman. 


NORTHERN COMPONENT 


On Sunday evening, Nov. 23, 1958, members of the Northern Component, their wives, 
and guests attended a cocktail party at the Hotel Vancouver, Vancouver, B. C. 

On the following morning, November 24, in Salon C of the Hotel Vancouver, the 
meeting was called to order by Chairman Kenneth Kahn. Dr. Bertram Kraus, Professor 
of Physical Anthropology at the University of Washington, was introduced as our first 
guest speaker. His subject was “Facial Heredity.” Using an analysis of identical triplet 
children from the Seattle area, Dr. Kraus demonstrated, cephalometrically, the importance 
of environmental factors as well as hereditary factors during growth and development as 
influencing the positions of the teeth. 

The program continued with a presentation by Dr. Hallam Gresham of the Depart- 
ment of Orthodontics at the University of Otago, New Zealand. His paper was entitled 
“Removable Appliance Therapy.” In addition, he gave an enlightening description of 
the practice of general dentistry in New Zealand. 

During the afternoon, Dr. Carl Cramer, assistant Professor of Physiology at the 
University of British Columbia Medical School, discussed “Some Aspects of Bone 
Physiology Relating to Orthodontic Tooth Movement.” 
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SOUTHERN COMPONENT 


Chairman Burton Fletcher called the meeting [Dec. 12, 1958] to order at 10 A.M. by 
introducing the Chairman of the Day, Fay C. Van, who called upon Harry Tepper for the 
presentation of a Class II, Division 2 case report. 

Harry made a very fine presentation with color slides, headplates, photographs of casts, 
case history reports, etc. The case was treated with the Crozat appliance, which is routinely 
used in Harry’s office. This was followed by the case report of a Class IT, Division 1 by 
Fay Van, who demonstrated the use of the cephalometric x-rays and the edgewise appliance 
with complete and excellent records presented. 

The presentation of single cases was very well received, because it permitted the 
participants to make a full and accurate presentation of their analysis and treatment. 

A short business session followed, during which time the following applicants were acted 
upon favorably by the membership: For active membership—Jess A. Conant, Jr., Raymond 
L. Cullen, Len C. Fairbanks, Edward A. Kemler, J. William Murphy, Fred I. Kobayashi, 
Milo M. Stucky, and Abraham Swerdlow; for associate membership—Philip Bader, Donald 
P. Erb, Marshall Kenneth Ludwig, and Leo P. Rosso. 


CENTRAL COMPONENT 


The final quarterly meeting of the Central Component was held on Tuesday, Dee. 9, 
1958, at the Fraternity Club, San Francisco, 

The minutes of the previous meeting were approved as published in the Bulletin. 

Program Chairman, Walter Straub, introduced the clinicians for the afternoon session. 
The first discussion, ‘‘The Universal Appliance as It Is Used Today,’’ was presented by Drs. 
Ray Curtner, John Ray, Richard Muir, Warren Kitchen, and Rodney Johnson. The material, 
presented largely by table clinics, covered the various applications of this appliance in 
orthodontic problems. Following this, Dr. Clu Carey read a paper, “The Four Fundamental 
Treatment Forms With Resilient Laminated Arch Mechanics.” This paper discussed his latest 
treatment procedures with laminated arch and edgewise bracket technique. 

Following the cocktail hour, Chairman Bill Parker called the business meeting to order. 
After thanking the program chairman and essayists for their fine program, he asked for a 
report of the Membership Committee. 

Dr. Norman Snyder reported applications for associate membership from Dr. Don Bale, 
Dr, W. James Dawson, Dr. Richard L. Ellis, Dr. Burton J. Greenberg, Dr. Philip W. Leigh, 
and Dr. Donald R. Poulton. These men were elected to associate membership. He further 
reported the application of Dr. Preben Jurvig for regular membership. It was voted that 
he be recommended to the Board of Directors for regular membership. 

Dr. Richard Railsback reported that the next annual meeting of the P.C.S.0. would 
be held at Richey’s Studio Inn, Palo Alto, Feb. 21 to 24, 1960. He announced that 
Eugene E. West would be chairman and that other committee appointments would be 
made soon. 

Dr. Murray Ballard reported that the Nominating Committee proposed the following 
for our new officers: Chairman, Walter J. Straub; Program Chairman, John H. Parker; 
Secretary-Treasurer, Peter J. Ceremello; Director to P.C.S.0., Wendell L. Wylie; Alternate 
Director, Eugene E. West. A ‘unanimous ballot was cast in favor of these men. 

As a matter of information, Dr. Warren Kitchen reported that he has been approached 
by an insurance agent as to the possibility of instituting a group life insurance policy for 
our organization. He reported that this would be further discussed by the Board of 
Directors. 


Chairman Bill Parker, in his concluding remarks before retiring, thanked all for their 
cooperation and enthusiasm during his term of office, 
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Our annual Santa Claus (Bill Smith), before distributing gifts, paid a special tribute 
to Dr. Richard Railsback, President of the P.S.C.O. He pointed out his many attributes 
and accomplishments as an orthodontist, a teacher, an individual interested in dental and 
orthodontic organizations, and a sportsman. This was enthusiastically seconded by the 
entire group. 


Dr. Parker introduced our new chairman, Walter Straub, and the meeting was 
adjourned. 


Eugene E. West, Secretary-Treasurer. 


HAWAII COMPONENT 


The Hawaii Society of Orthodontists was formed on April 3, 1957, with seven mem- 
bers of the A.A.O. present, the requirements for membership being limited to members in 
good standing with the A.A.O. The members present were Drs. R. C. Sample, M. 
Wakatake, A. Chun Hoon, 8. Kaneko, 8. Glynn, O. Choy, and G. Uesato. Dr. Sam Glynn 
was elected President and Arthur Chun Hoon, Secretary-Treasurer. 

Two new members were added in September, 1958, namely, Drs. 8S. Kagawa and G. 
Masunaga. Dr. Arthur Chun Hoon served as President and Minoru Wakatake as Secre- 
tary-Treasurer during the year 1958. 


The present officers are: Dr. Robert Sample, President, and Sadao Kaneko, Secretary- 
Treasurer. 


Programs for the Society have been limited to presentations by members during our 
quarterly meetings, although during one of our frequent special meetings, we have been : 
fortunate in having as guest Dr. Robert Murray, who presented the subject “Clinical Ortho- 
donties,” and Dr. Wendell Wylie, who gave a one-week course on “Cephalometric X-ray.” 
Also, Dr. Kesling of La Porte, Indiana, was a speaker during one of our meetings. 


Tentative programs in the future include “Tweed’s Philosophies and Techniques” by 
Dr. B. L. Herzberg of Chicago, Illinois, who plans to visit the Islands in February; as 
special guest we plan to have Dr. Steiner present his course in early April. 


Sadao Kaneko, Secretary. 


The American Institute of Dental Medicine Changes Its Name 


The growing demand for and the great emphasis in the teaching areas on the basic 
sciences led to the establishment in 1954 of a Division of Oral Biology at the University 
of California; this Division includes the Sections of Oral Histology, Oral Pathology, Oral 
Medicine, and Oral Diagnosis. From the increasing demand for postgraduate education in 
the borderline fields of dentistry, medicine, and the health sciences, it appears that the 
name of the American Institute of Dental Medicine is not all-inclusive. At a recent meet- 
ing of the Board of Directors, the name was therefore changed to the American Institute 
of Oral Biology. It will be known as such as of July 1, 1959. 


William R. Alstadt Honored 


Dr. William R. Alstadt of Little Rock, Arkansas, past-president of the American 

Dental Association and long-time specialist in the practice of orthodontics, was awarded 

the Alumni Citation of the School of Dentistry of Washington University, St. Louis, 

Missouri, on Founders Day, Feb. 22, 1959. 
The citation states that “because of his outstanding career in the practice of ortho- i ‘ 

donties, which led, among many other honors, to his election and service as the president 

of the American Dental Association, because of his constant efforts in the fields of dental 
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education and legislation, including clinics and lectures in 39 different states, and because 
of his continued unselfish devotion to civic affairs, this citation is awarded to William 
Robert Alstadt” 


Dr, Alstadt has served as a trustee of the American Dental Asosciation for some 
years. 


Dr. Graber Lecturing in South America 


Dr. T. M. Graber, recently appointed to the staff of Children’s Memorial Hospital in 
the capacity of Associate Attending Orthodontist, will give lectures and postgraduate 
courses in Peru, Brazil, and Venezuela during February and March of this year. 

The courses will deal with case analysis and diagnosis and extraoral force. 


American Dental Association 


Appointment of Mr. William Allan Logan as director of the Bureau of Public In- 
formation of the American Dental Association has been announced by Dr. Harold Hillen- 
brand, of Chicago, Association secretary. 

In his new position, Mr. Logan heads the public relations program of the Association. 
He was for two years an executive of the Missouri State Medical Association in St. Louis, 
where he handled public relations, represented the organization in programs with allied 
professional organizations and health groups, acted as legislative representative, and 
served as staff editor of the Missouri group’s journal. 


Prior to joining the staff of the medical association, he was for five years a member 
of the editorial staff of the Kansas City Star, where he served as a state political reporter 
and covered legislative developments in the health fields. 


Mr. Logan holds a bachelor’s degree in economics from the University of Kansas City, 
where he also did graduate work toward a master’s degree in the same field. 

He is a veteran of World War II, having served in the Pacific Theater with the Army. 
He also attended the Army Air Corps statistical school at the Harvard School of Business 


Administration and did Army intelligence work. He entered the Air Corps reserve with the 
rank of captain in 1946, 


Pension Program for Self-Employed Approved by House Committee* 


The Ways and Means Committee of the House of Representatives has reported favorably 
on the Keogh-Simpson Bill that would permit dentists and other self-employed individuals to 
set up their own retirement programs. Some twenty congressmen have introduced varying 
versions of the same bill which would permit self-employed persons a tax deferment on a 
limited portion of their income set aside for their retirement. On February 23, the American 
Thrift Assembly, which was formed to encourage the establishment of voluntary pension plans 
by self-employed, held its first 1959 meeting in Chicago with Dr. Floyd Pillars of Des Moines, 
Towa, vice-chairman of the A.D.A. Council on Legislation, representing the Association. In 
other action in the legislative area, two representatives of the Association are presenting 
testimony at hearings on the proposed new International Institute for Health Research on 
March 4 before the Senate Labor and Public Welfare Committee. Dr. Matthew Besdine, of 
Brooklyn, New York, member of the Council on Legislation, and Dr. George C. Paffenbarger, 
of Washington, D. C., director of the A.D.A. research program at the National Bureau of 
Standards, are testifying on the legislation. The Association’s House of Delegates approved 
the proposal in principle last November. 


*From the A.D.A. News Letter, March 2, 1959. 
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First Annual Margolis Honorary Lecture and Meeting 


The first annual Margolis Honorary Lecture and Meeting, sponsored by the alumni of 
Tufts University School of Dental Medicine, will be held on June 12, 13, and 14 at the Hotel 
Statler-Hilton in Boston, Massachusetts. 


The subject of the meeting (“Clinical Orthodontics”) will have as its theme “Current 
Concepts Based Upon Past Experience and a ‘Look’ Into the Future.” 

Participants will include Drs. Clifford Ballard, Allan G. Brodie, Carlos Coro, Herbert I. 
Margolis, Charles H. Tweed, Wendell L. Wylie, and other prominent orthodontists. 

There will be a program planned for the entertainment of the ladies. 


Further details will be forthcoming in a later publication, and all pertinent information 
will be mailed to members of the American Association of Orthodontists. 


Death of Lloyd S. Lourie, Sr. 


We regret to announce that Lloyd S. Lourie, Sr., died in Peoria, Illinois, on March 12, 
1959, at the age of 82 years. Dr. Lourie was one of the first to specialize in orthodontics in 
the city of Chicago. 


Notes of Interest 


W. Mahlon Adams announces the removal of his office to 14434 Hamlin St., Van Nuys, 
California, practice limited to orthodontics. 

James F. Bardgett, D.D.S., M.S., announces the opening of his office in the Beaumont 
Building, Suite 240, 3720 Washington Blvd., St. Louis, Missouri, practice limited to ortho- 
donties. 

John R, Clark, D.M.D., announces the association of Adrian P. Hulsebosch, D.D.S., with 
him in the practice of orthodontics, 351 College Ave., Elmira, New York. 

Paul L. Cleaves, D.M.D., announces the removal of his offices to 96 Williams St., 
Longmeadow, Massachusetts, practice limited to orthodontics. 

George T. Gildea, D.M.D., announces the removal of his office to 1058 North Main St., 
Brockton, Massachusetts, practice limited to orthodonties. 

James 8. Gold, D.D.S., announces the association in his practice of Donald A. Apfel, 
D.M.D., 635 Roger Williams, Highland Park, Illinois. 

Edwin W. Kane, D.D.S., announces the opening of his office for the practice of ortho- 


dontics at Odd Fellows Lodge Building, 3rd Ave. and Lincoln Highway, Coatesville, Penn- 
sylvania. 


Forthcoming meetings of the American Association of Orthodontists: 
1959—Statler Hotel, Detroit, Michigan, May 4 to 7. 

1960—Shoreham Hotel, Washington, D, C., April 24 to 28. 
1961—Denver, Colorado. 
1962—Los Angeles, California. 
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OFFICERS OF ORTHODONTIC SOCIETIES 


The AMERICAN JOURNAL OF ORTHODONTICS is the official publication of the 
American Association of Orthodontists and its component societies. The Editorial 
Board of the JOURNAL is composed of a representative of each of the component 
societies. 


American Association of Orthodontists 
(Next meeting May 4-7, 1959, Detroit) 


President, C. Edward Martinek - - - - - - - . . Fisher Bldg., Detroit, Mich. 
Presiden*-Elect, George M. Anderson - -~ - - ~ 3700 N. Charles St. Baltimore, Md. 
Vice-President, Ernest N. Bach -~ . - - - - - - Professional Bldg., Toledo, Ohio 


Central Section of the American Association of Orthodontists 
(Next meeting Sept. 28 and 29, 1959, Chicago) 


President, John R. Thompson - - - - -~ - - 55 E. Washington St., Chicago, Ill. 
Secretary-Treasurer, William F. Pod . . . 875 Ave., Winnetka, Ill. 
Director, Elmer F. "Bay = = « = «= 216 Medical Arts Bidg., Omaha, Neb. 


Great Lakes Society of Orthodontists 
(Next meeting Nov. 29-Dec. 2, 1959, Cleveland) 


President, Richard C. Beatty - - - - - - - - - - 1140 Hanna Bldg., Cleveland, Ohio 
Secretary, D. C. Miller - - - - - - - = - - 40 South Third St., Columbus, Ohio 
Director, Harlow L. Shehan - - - - - - 601 Jackson City Bank Bldg. Jackson, "Mich. 


Middle Atlantic Society of Orthodontists 
(Next meeting Oct. 4-6, 1959, Washington) 


President, Stephen C. Hopkins, Sr. ~- -~ -~ -— 1746 K St., N. W., Washington, D. C. 

Secretary-Treasurer, Charles 8. Jonas Mayfair Apts., Atlantic City, N. J. 

Director, B. Edwin Erikson 3726 Connecticut Ave., N. W., Washington, D. C. 
Northeastern Society of Orthodontists 

President, Walter R. Bedell - ~ ~ ~ ~ ~ ~ -~ 49 Market St., Poughkeepsie, N. Y. 

Secretary-Treasurer, David Mossberg -~ - - - - 36 Central Park 8., New York, N. Y. 

Director, Norman L. Hillyer ~ -~ -~ - - ~- 230 Hilton Ave., Hempstead, L. I., N. Y. 
Pacific Coast Society of Orthodontists 

President, Richard Railsback -~ ~ 1333 Grand Ave., Piedmont, Calif. 

Secretary-Treasurer, Warren Kitchen - - - - - 2037 Irving St., San Francisco, Calif. 


Director, Richard Railsback ~ 1833 Grand Ave., Piedmont, Calif. 


Rocky Mountain Society of Orthodontists 
(Next meeting Sept. 13-16, 1959, Aspen, Colo.) 

President, Howard L. Wilson -~ -~ - - - - 1107 Republie Bldg., Denver, Colo. 

Secretary-Treaswrer, E. H. Mullinax -  - 209 Lakewood Medical Center, Lakewood, Colo. 

Director, Ernest T. Klein - ~ ~ ~ ~ ~ ~ = ~~ 632 Republic Bldg,, Denver, Colo. 


Southern Society of Orthodontists 
(Next meeting Oct. 11-14, 1959, Atlanta) 


President, H. Harvey Payne - = @ Atlanta, Ga. 
Secretary-Treasurer, William H. Oliver _ Broadway Nashville, Tenn. 
Director, Boyd W. Tarpley . 2118 Fourteenth Ave., 8., Birmingham, Ala. 


Southwestern Society of Orthodontists 
(Next meeting Oct. 4-7, 1959, Houston) 


Secretary-Treasurer, Harold 8. Born ~ ~ ~ -~ - 908 8. Johnstone, Bartlesville, Okla. 


American Board of Orthodontics 


President, William R. Humphrey - - - - - «= 1232 Republic Bldg., Denver, Colo. 
Vice-President, L. Bodine Higley -~ - - University of North Carolina, Chapel Hill, N. C. 
Secretary, Wendell L. Wylie ~ -~ - - - University of California School of Dentistry, 

The Medical Center, San Francisco, Calif. 
Treasurer, Jacob A, Salzmann -~ -~ -~ ~ - ~ = 654 Madison Ave., New York, N. Y. 
~ 608 Medical Arts Bldg., Knoxville, ‘Tenn. 


Director, Paul V. Reid ~ 1501 Medical Arts Bldg., ’Philadelphia, Pa. 
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Now... all the properties 
that have made Aderer 
“Temperable” America’s out 
standing precious metal band 
material are yours to enjoy in 
Aderer Temperable Loop Bands « 
These high fusing bands, .0065” x 
(.200"), are wide enough and 
: have just the right contour for 
>< easy and anatomical conform- 
ity to the molar teeth with 
the least amount of plier- 
Ne) ing. Their high edge 
strength precludes 


‘ 


stretching or buckling 
in service ¢ Aderer Tem- 
perable Loop Bands come 
in five convenient sizes as illustrated. 


TWO CONVENIENT 
ASSORTMENTS 


Packed in clear plastic 
partitioned box 


#26 26 EACH OF 5 SIZES $99.32 


TOTAL OF 130 BANDS 


Retail ‘ J 88 
$100 Rate 72 78 
Send for Illustrated Price List aso 4-59 


April, 1959 
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LAST! 


A lifetime of service ahead for you from this sturdy new all-metal steel ligature winder. 


Effortlessly, wind a “twist” in no time at all on the specially designed aluminum casting. One 
cut with a crown and collar shears across the slotted bobbin, and the ligatures are removed 
and ready for service. Designed by an orthodontist for orthodontists, and fabricated with the 
same care that has gone into medical and dental specialty items in our plant since 1913, this 


labor-saving device is strong, light and compact. 


Nothing can get out of order. 


Also available are 5-pound rolls of the finest, bright, dead soft, cold drawn, stainless 18-8 
ligature wire at the nominal price of $4.50 per pound, if the wire is purchased with the 


ligature winder. 


Ligature Winder $25.00 F.O.B. Chicago 


. 1 d 1 5.00 
F. W. STEINER & COMPANY, Makers of the FR-7 Cephalostat 
3015 Ravenswood 


Chicago 13, Illinois 


E-Z UNIVERSAL SOLDER 
(No Fluxing Necessary) 
Ideal for +» Orthodontic 
+ Contact points « Adding Clasps, etc 
Flowing at 
Unites Gold to Steel; Gold to Gold; Stee! 
to Steel; or any combination of metals. 


Prices 
or Gotd Color 


UNION BROACH CO., INC. 80-02 51s AVENUE, ELMHURST 73, N.Y 6° lengths per tube..$2.25 


PRACTICAL PROCEDURES WITH THE 
TWIN WIRE APPLIANCE 


DR. CLAIRE K. MADDEN 


This is the course that Dr. Madden gave at 
Columbia University and Utrecht, Holland 


$8.00 
Send order with remittance to: 
LEO L. BRUDER 


1 DeKalb Ave. Brooklyn 1, N. Y. 
Specializing in out of print Dentistry 


NEW YORK METROPOLITAN AREA—Ex- 
ceptional opportunity for qualified recent 
orthodontic graduate with Edgewise tech- 
nique. Association leading to partnership. 
State particulars, etc. All information strictly 
confidential. Reply to Box DR, American 
Journal of Orthodontics, 3207 Washington 
Blvd., St. Louis 3, Mo. 


ORTHODONTIST—California licensed. Uni- 
versity trained in all major techniques in- 
cluding edgewise. Desires full-time associa- 
tion with or without opportunity for eventual 
purchase, Please reply to Box PL, Ameri- 
can Journal of Orthodontics, 3207 Washing- 
ton Blvd., St. Louis 3, Missouri. 


Am. Jour. of Orthodontics 
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WANTED—Used Welding Machine in 
good condition. Also back copies of the 
Orthodontic Journals. Dr. A. L. Adel- 
man, 1240 Park Avenue, New York 28, 
New York. 


CALIFORNIA-LICENSED ORTHODON- 
TIST with edgewise training wanted for full- 
time association in San Francisco Bay Area. 
Salary and Commission. State background 
and qualifications. Give references. Reply 
to Box SS, American Journal of Orthodon- 
tics, 3207 Washington Bivd., St. Louis 3, 
Missouri, 


UNDER STRESS? 


The strains (and sprains!) of spring cleaning 
come only once a year. But a dental appliance 
WANTED—Position as Associate or Assist- is under stress all the time. That's why S-C 
ant. Financially capable of future purchase. Dental Cement has been designed to grip ap- 
Have ten years in practice. New York City pliances firmly—to give constant, positive 
Siva. st. Me pressures of chewing and the washing action 
Ost Pare of oral fluids. S-C Cement is cool, smooth, 
effective—a high-quality product you and your 
patients can count on. 

Want to simplify and improve your appliance 
work? The best way to begin is with a free 
sample of S-C Cement. Fill out the coupon 
today and just mail it to us (in your profes- 
sional envelope). You'll be glad you did. 


S-C CEMENT 


ASSOCIATE Wanted for partnership in Ili- 
nois, Equal partnership after three years. 
Graduate training essential. A good oppor- 
tunity for practicing in an outstanding com- 
munity. Reply te Box LB, American Journal 
of Orthodontics, 3207 Washington Blvd., St. 
Louis 3, Mo, 


Oj 
STRATFORD-COOKSON COMPANY 
261-63 South 3rd Street, Phila. 6, Pa. 
Please send me a sample of S-C Cement, with- 
out any charge or obligation. 


Dr. 


ORTHODONTIST WANTED for Association 
with Kentucky orthodontic practice in a 
growing area, Please give details of train- 
ing, treatment methods followed, age, and 
type of association desired to Box UR, 
American Journal of Orthodontics, 3207 
Washington Bivd., St. Louis 3, Mo. 


April, 1959 
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Do you fully understand the biological developments of the face and teeth? 


Sixteen Dental Authorities Collaborate to Aid You in Cor- 
relating Clinical Procedures with Biological Foundation 


in Orban's 
ORAL HISTOLOGY 
and EMBRYOLOGY 


Knowledge of basic factors and principles differenti- 
ate a dependable good man in the healing arts from 
a poor one. With this approach in mind, ORAL 
HISTOLOGY AND EMBRYOLOGY presents a 
thorough discussion of the development of the face 
and teeth, of all hard and soft tissues and all support- 
ing tissues, and shows how the practical application 
of this knowledge can make you a better oral prac- 
titioner. 


This book is not only a description of structure, but 
a discussion of all biological features in relation to 
their functions as well as to the practical problems of 
dentistry. A unique feature of this book is the special 
appendix at the end of each chapter titled, “Clinical 
Considerations” which gives you the practical, clini- 
cal applications of material discussed in that chapter. 
Edited by BALINT J. ORBAN, Written by 16 leading dental authorities—each a spe- 
M.D., D.D.S., Loyola Univer- cialist in his field, this monograph is an accumulation 
sity School of Dentistry, Chi- of a wealth of clinical knowledge and experiences. 


cago, Illinois. Written by 16 The fourth edition of this valued book describes new 

leading authorities. 4th edi- developments in electron microscopy and micro chem- 

: 379 969 ill istry. It also includes detailed discussions of the 

Gon, 3/9 pages, semi Development of the Face and Oral Cavity, Develop- 

tions, 4 in color. 1957. $9.00. ment and Growth of Teeth, Enamel, The Dentin, 
Pulp, Cementum, Periodontal Ligament, Maxilla and 
Mandible, The Oral Mucous Membrane, Glands of 
the Oral Cavity, Eruption of the Teeth, Shedding 
of the Primary Teeth, Temporomandibular Joint and 
The Maxillary Sinus. 


Mark and Mail This Coupon Today! 


THE C. V. MOSBY COMPANY Date 
3207 Washington Blvd., St. Louis 3, Mo. 


Gentlemen: Send me on 10-day approval Orban 
Order today f rome “Oral Histology and Embryology,” priced at $9.00. 


BY (0 will ays and my money 
pletely refunded. 


Payment enclosed. Charge my accor 


3207 Washington Blvd. 
St. Lovis 3, Mo. 


City Zone State 


Ortno-4-59 


Am. Jour. of Orthodontics 


i 
: 
= 


For THE ORTHODONTIST AND THE 
GENERAL PRACTITIONER WHO Cares. 
Stupy MopELs oF PERFECTION 
ARTISTICALLY HAND SCULPTURED, 
HAND POLISHED AND PRINTED TO 


Your SPECIFICATIONS. 


Studios 


2067 BROADWAY 
NEW YORK 23, N. Y. 
TRAFALGAR 7-4925 


COAST-TO-COAST-SERVICE 


Information available upon request. 


proven, widely accepted 


Headgear 


1. Direction of force varied by simple ad- 
justments. 


2. Amount of force varied as desired by 
selection of standard types of ligatures. 


3. Maximum patient cooperation assured 
because of ease of application and use. 


4. Can be used repeatedly by sterilization 
of button mechanism, and replacement 
of ribbon assembly at a very nominal cost. 


3. Precision workmanship guaranteed. 


Brochure and price information on request 


SPECIALIZING IN RETAINING 
APPLIANCES AND MODELS 


OLYMPIC LABORATORIES 


Serving the Orthodontist exclusively for over 20 years 
995 SOUTH WESTERN AVE., LOS ANGELES 6, CALIFORNIA 
Phone: REpublic 3-1658 
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On the contrary, the problem here in Kabul is 
not enough food! 


Fighting hunger in places like Kabul is just 
one task of the UN’s 19 Specialized agencies 
and international organizations. Elsewhere, 


UN teams combat floods, wage war against 


disease, fight illiteracy. 
In these practical ways, the UN brings new 
hope and happiness into the lives of peoples 


less fortunate than we are—at the same time 


cuts down the discontent that could easily 
erupt into another war. 
Your good will, understanding and support 


are the best guarantees of UN success. For the 
free pamphlet, “The UN in Action,” address: 
United States Committee for the United Na- 
tions, Box 1958, Washington 13, D.C. 


WE BELIEVE . 
UNITED STATES COMMITTEE FOR THE UNITED NATIONS, BOX 1958, WASHINGTON 13, D.C. 
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THE RICHMOND ORTHODONTIC STRESS AND TENSION GAUGE 


Measure the FORCE-TORQUE-TENSION-With “DONTRIX” 


ACTUAL SIZE 
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1693 LOS PADRES BLVD. 
SANTA CLARA, CALIFORNIA 


MANUFACTURED 
AND COPYRIGHTED BY 
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The Dentition of the 
Growing Child 


A LONGITUDINAL STUDY OF DENTAL 
DEVELOPMENT BETWEEN THREE 
AND EIGHTEEN YEARS OF AGE 


By COENRAAD F. A. MOORREES. An 
analysis of the growth and ‘:velopmental 
changes in the dentition of the North American 
white child. Each of the 184 children observed 
was kept under study for 12 to 15 years, cover- 
ing the transition from primary to secondary 
dentition. The study focuses on an analysis 
of growth change in the individual; includes 
charts providing graphic summarization of 
tooth position and occlusion in each child be- 
tween four and eighteen years of age. $5.50 


Through your bookseller, or from 


HARVARD 
University Press 
79 Garden Street, Cambridge 38, Mass. 


@ The Margolis Cephalostat, 
the X-ray Fixator and the Cam- 
era Mount are now being con- 
structed and distributed by the 
College of Engineering in con- 
junction with the Cleft Palate 
Institute of the School of Dental 
Medicine of Tufts University. 


@ All Communications to be ad- 
dressed to: Mrs. Kathleen Barth, 
Executive Secretary, Tufts Uni- 
versity, School of Dental Medi- 
cine, Cleft Palate Institute, 37 
Bennet Street, Boston, Mass. 


@It should be emphasized that 
the construction and distribution 
of this equipment is strictly on a 
non-profit level on the part of 
Tufts University and those in- 
dividuals associated with the 
University. 


April, 1959 
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The best hope of saving lives from cancer is early detection and 
prompt, proper treatment. Progress in the last ten years has already 
raised this life-saving rate from 1 in 4 to 1 in 3 as more and more 
people go to their doctors in time. 

But with present knowledge it is possible today to save 1 in 2 
cancer patients. Our two integrated programs are directed to meeting 
this challenge. 

Our professional education program offers doctors a variety of free 
services: literature... films...exhibits...slides, and other materials 
on latest advances in therapy and research. 

Our public education program urges people to see their doctors at 
the first sign of a danger signal, and to have annual health checkups 
no matter how well they may feel. 

The challenge will be met. As more and more doctors’ offices 
become ‘‘cancer detection centers,’’ and as more and more people 
see their doctors regularly, the closer will come the day when half of 
our cancer patients will be saved. The know-how for saving the remain- 
ing half is still being sought in research laboratories. Ultimately, that 
challenge, too, will be met. 


AMERICAN CANCER SOCIETY 
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model box 


for storage of 
dental casts 


This box was originally designed by 
an orthodontist as a practical answer for 
filing dental casts. We manufacture 

and stock the model box for immediate 
shipment. As shown, the 11” x 7” x 2” 
deep box has eight compartments 

for individual casts. 


ORDER DIRECT FROM THIS AD 
In lots of 50, per box 40¢ 
In lots of 100, per box 35¢ 
F.O.B. Elkhart, Indiana 


box and printing corporation 


1511 W. LUSHER AVE. ELKHART, INDIANA 


Attractive black 
leatherette finish with brass 
pull and label holder 


WRITE 
FOR SAMPLE 


Sntroducing: A New Complete 60 Page CLINICAL MANUAL 


LINKED ARCH APPLIANCE 


by JosEPH D. Berke, D.D.S. 


Describes, pictures, and explains a truly significant 
advance toward more efficient orthodontic therapy 
and technique, utilizing greatly reduced pressures 
with uprighting action, controlled torque, and 
facility of appliance manipulation. 


~ This appliance provides more gentle corrective 
vi = forces, and eliminates secondary torsions and 
slippage, thus enhancing more physiologic ortho- 
dontics with minimal active treatment. EASILY 
READ—EASILY UNDERSTOOD! A book for 
every practitioner. 


Shows 39 figures (illustrations and case histories). 
The progressive adjustments illustrated were de- 
Price Postpaid: $7.95 veloped during 15 years of clinical application. 


Send remittance to: 


LINKED ARCH PUBLISHERS Caja de Apartado 25354 Mexico 5, Ds Rae! | 
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Barger Box and Printing Corporation 23 


Betta Orthodontic Supplies 


Engelhard Industries, Inc., Baker Den- 


Harvard University 


Linked Arch Publishers 


Olympic Laboratories 19 


Orthoband Company, Ine, ~-----_---- 8 


Precision Enterprises 


Tufts University 


INDEX ADVERTISERS 


Please mention “American Journal of Orthodontics” when writing 
to our advertisers—it identifies you 


‘ 


Thrombley, Gilbert W. 11 


Union Broach Co., Ine, -...--....---- 


Unitek Corporation, The 


White Dental Manufacturing Company 


While every precaution is taken to insure accuracy, we cannot guarantee against the 
possibility of an occasional change or omission in the preparation of this index. 
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AMERICAN JOURNAL OF ORTHODONTICS 


Published by THE C. V. MOSBY COMPANY, 3207 Washington Blvd. 
St. Louis 3, U. S. A. 


Entered at the Post Office at St. Louis, Mo., as Second-class Matter 


Published Monthly. Subscriptions may begin at any time. 


Official Publication of The American Association of Orthodontists, 
its component societies and The American Board of Orthodontics 
Editor-in-Chief 
H. C. Pollock, St. Louis, Mo. 
Assistant Editor—Earl E. Shepard, St. Louis, Mo. 
Editor of Abstracts and Reviews—J. A. Salzmann, New York, N. Y. 


Sectional Editors 


Charles R. Baker, Evanston, IIl. Henry F. Hoffman, Boulder, Colo. 
Henry D. Cossitt, Toledo, Ohio Raymond C. Sheridan, South Orange, N. J. 
Joseph D. Eby, New York, N. Y. James D. McCoy, Beverly Hills, Calif. 


William E, Flesher, Oklahoma City, Okla. Oren A. Oliver, Nashville, Tenn, 


EDITORIAL COMMUNICATIONS 


Original Communications.—Manuscripts for publication and correspondence relating to 
them should be sent to Dr. H. C. Pollock, 8229 Maryland Ave., St. Louis 24, Mo., U. S. A. 


Manuscripts should be typewritten on one side of the paper only, with double spacing and 
liberal margins. References should be placed at the end of the article and should include, 
in the order given, name of author, title, journal, volume, pages, and year; e.g., Smith, E. J.: 
Children’s Dentistry, Am. J. Orthodontics, 34: 1-25, 1947. Illustrations accompanying manu- 
scripts should be numbered, provided with suitable legends, and marked lightly on back 
with author’s name. Articles accepted for publication are subject to editorial revision. 
Neither the editors nor the publishers accept responsibility for the views and statements of 
authors as published in their ‘‘Original Articles.’’ 


Illustrations.—A reasonable number of halftone illustrations will be reproduced free of 
cost to the author, but special arrangements must be made with the editor for color plates, 
elaborate tables or extra illustrations. Copy for zinc cuts (such as pen drawings and charts) 
should be drawn and lettered only in India ink, or black typewriter ribbon (when the type- 
writer is used). Only glossy photographic prints should be supplied for halftone work; 
original drawings, not photographs of them, should accompany the manuscript. 


Books for Review.—Only such books as are considered of interest and value to sub- 
scribers will be reviewed, and no published acknowledgment of books received will be made. 
These should be sent to Dr. J. A. Salzmann, 654 Madison Ave., New York City. 


Reprints.—Reprints of articles must be ordered directly through the publishers, The 
C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, Mo., U. S. A., who will send 
— schedule of prices, Individual reprints of an article must be obtained through the 
author. 


BUSINESS COMMUNICATIONS 


Business Communications.—All communications in regard to advertising, subscriptions, 
change of address, etc., should be addressed to the publishers, The C. V. Mosby Company, 
3207 Washington Blvd., St. Louis 3, Mo. 


Subscription Rates.—United States and its Possessions $10.00, Students $5.00; Canada, 
Latin-America, and Spain $10.50, Students $5.50; Other Countries $11.00, Students $6.00. 
Single copies, $1.75 postpaid. Remittances for subscriptions should be made by check, draft, 
post office or express money order, payable to this Journal. 


Publication Order.—The monthly issues of this Journal form one volume a year; the 
index is in the December issue. 


Change of Address Notice.—Six weeks’ notice is required to effect a change of address. 
Kindly give the exact name under which a subscription is entered, and the full form of 
both old and new addresses, including the post office zone number. 


Advertisements.—Only articles of known scientific value will be given space. Forms close 
first of month preceding date of issue. Advertising rates and page sizes on application. 


Bound Volumes.—Publishers’ Authorized Bindery Service, 5811 West Division Street, 
Chicago 51, Illinois, will quote prices for binding complete volumes in permanent buckram. 
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won’t discolor in the mouth! 


5.5.White Edgewise Brackets 


can be used repeatedly! 


Anterior .050’’ wide M 452S 


L 


over again. 


Pre-soldered Metalba* Edgewise Brackets are strong; remain clean in the mouth; can be 
soldered to; can be used on precious metal or Stainless Stee! bands; and, used over and 


Posterior .100’’ wide M 452AS 


A convenient bracket for rotations as 
it provides two anchor points for liga- 
tures. Supplied without solder to permit 
slight bending if required. 


Anchor Tubes 


M 474 


10° 


Metalba* Anchor Tubes for use in con- 
nection with Torque Slot Edgewise 
Brackets. They are % inch long, rec- 
tangular tubes, with a bore of .022 x .028. 
The side of the tube which is to be 
soldered to the band has a 10 degree 
angle to permit it to fit into the Torque 
Slot Bracket assembly. 

*METALBA—platinum color, precious metal. 


Torque slot, Divided Triple-width Edgewise Brackets 


METALBA 


10° 25° 45° 
Gath THE S. S. WHITE DENTAL 


The angle of the wire slot in the Bracket gives direction to the 


Torque force of arch wire. 


M 516 Torque 10° Width 
M 517 Torque 10° Width 
M 518 Torque 25° Width 
M519 Torque 45° Width 


MANUFACTURING CO. 
PHILADELPHIA 5, PA. 


.140 inches 
.180 inches 
.180 inches 
.180 inches 
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